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A. JAMES GIANMINI, M.D. 

MR. FOWLER! My name is Greg Fowler. 
I'll) here representing Lorillard and Brown & 
WiDliamson. This deposition had been scheduled to 
start at 9:00 in the morning by arrangement with 
Mr . She11er's office, between Mr. Sheller's office 


and ml 


Because Dr. Giannini needs to catch a 


f lighF"t^^ ay he needs to leave here today at 3:00. 


I had^.pprised Mr. Sheller's office of that and 


throul 


Mr. Bl 


ssteps, no way the responsibility of 

we're not getting started until 10:30. 


■ was 


id I^Rhould add, the deposition starting at 10:30 


i fault of Dr. Giannini's or of anybody on 


the de^l^se side. It was a scheduling problem 
uncod with anybody in this room. 

But anyway, to make a long story short, 


we' r 


here after 10:30 and 


iini needs to leave at 3:00 and that was 


previously made known to plaintiff's counsel. And 
there's no problem with us stopping at 3;00 from" 
your point of view, Mr. Becnel? 

MR. BECNEL: No, I understand if you 
made that agreement with people here in 
Pennsylvania, I can't do anything about it and 1 
won't cause any problem. 
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A. JAMES GIANNINI, M.D. 

MR. FOWLER: Thank you very much. 

MR. KLEIN: Just so we're clear, we've 
betsn doing these depositions that an objection by 
one is ‘a., objection by all; okay? 

i, MR. BECNEL: That's fine. 

VIDEOGRAPHER: We're now on the 

rec-ord '|oday is Wednesday, September 17 th, 1997. 

Would you please swear in the witness. 


py 


12^ 

MR 

1 3 

Q. 

14 

sign 

15 

sir? 

16 

A. 

17 

Q. 



^ A. JAMES GIANNINI, M.D., having been 

was examined and testified as follows... 
NEL: 

^Giannini, you have the right to read and 
deposition. Do you choose to do that, 


oose to do so, yes. 

if I asX you a question that you don't 
understand, please stop me. Otherwise, we'll assume 
you understood the question and the answer will Be 
appropriate. 

A. Very good. 

Q. Okay. Dr. Giannini, when were you first 

retained in the litigation here in Pennsylvania? 

A. I believe 1 can't give you an exact date 
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A. JAMES GIANNINI, H.D. 

but I believe sometime in the summer or late spring. 


A. This year. 

Q. Did you receive a letter retaining you as an 
expert in this case? 


A. ^^^don't believe so. -= 

r" 

Q. ? Ti5wl were you notified that you were retained? 



:e 1 ephone. 

who retained you, sir? 


would be one of the legal counsel at Shook, 


rdy^ Bacon, 



I what was your aseigninent? 

I 

''see if I'd be interested in being involved 


in tm^ ase. 


be ii 


■ right. And did you express an interest to 
'ed in this case? 

:er 1 read some preliminary material. 


Q. All right. What preliminary material was 

provided to you to make you decide to be involved in 


this case? 


question. 


MR. FOWLER: Object to the form of the 


A. 1 believe it was some transcripts. 

Q. Transcripts of what? 
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A. JAMES GIANHINI, M.D. 

A. The -- some of the plaintiffs. 

Q. Some of the plaintiffs in the Pennsylvania 

1itigation? 

A. Yes,sir. 

Q. Nothing else? 

A. the best of my memory, that- is correct. 

Q. I right. After you read the transcripts of 

the i :jt i f f s . what did you think was important 

aboui^^ii3rt was said in those depositions that you 
thou^^^^ou could be of help to this litigation? 

^ MR. FOWLER: Object to the form. 
^^%iought that the material as presented at 
that impinged on the area of addiction, which 

is a ^«H?^icular area of interest of mine. 

Q. . Yovi, after receiving that, were you given any 


U information in order to formulate an 


A. Yes, sir. 

Q. All right. Tell me all of the information' in 
terms of listing the time you got it and what you 
were given, since we're trying to abbreviate this 
deposition and move as quick as possible? 

A. Okay, To the best of my recollection, I was 
given transcripts of plaintiffs, transcripts of some 
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A, JAMES GIANNINI, M.D. 

of the family members, and 1 was given those over a 
period of time late spring, early summer, until 
August, through August. And I was also given at 
some time in August a report prepared by a 
Dr. M^^chals, a report prepared by a Dr. Savard, and 
a rep^^prepared by Dr. Benowitz, a-report prepared 


by Dr p'^TShningf ield, and one other gentleman, his 


name me but he's at the Institute of Living. 

Q. ^W^right. Did you receive any original 
medic^^^^cords on any of the plaintiffs? 



^ve never reviewed any of the summaries of 
their^^^p.cdl records from anyone? 

HR. FOWLER: Object to the form. 

I re viewed the summaries prepared by 



Q, than JDr. savard? 

A. Not to my best memory. 

Q. Did you receive any edited transcripts of finy 

Of the deposition testimony? 

A. I'm not sure wbat an edited transcript is. 

Q. Meaning not -- let's say if a transcript is 

300 pages, they reduced it to 20 pages so that you 
just get what's considered highlights of the 
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k. JAMES GIANNINI, M.D. 

original handwritten notes but the notes that you 
jsent off to the counsel that's retained you or the 
person who^s going to pay your bill? 

A. For One year. * ' 

Q. ight. You only keep it for one year? 

A. is correct. 

Q. follow the IRS regulations of 

keepii 


sir? 



11s for the tax period of three years, 


MR. FOWLER! Object to the form, 
accountant knows the IRS rules. l don't. 
Q. ^ you keep them for one year or three 

years, '^r? 


A. P%o^he best of my knowledge, I keep them one 



y e El r , 

Q. then you dispose of them? 

A. is correct. 

Q. And if that's in violation of IRS regulations 
on billing in how long you keep financial records, 
then you do not know what the IRS regulations are, 
do you? 

A. I cannot comment on IRS rules. 

Q. Do you feel that you're obligated, sir, 

ethically, to follow those rules? 
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A. JAMES GIAHNINI, K.D. 

MR. FOWLER: Object to the form of the 


question. 


A. As I said, I don't know what the IRS rules are 

and I would have to consult with my accountant 
before I could respond, 

Q. y^^Hyou a U.S. citizen, sir? 


A, rwi 1 


inyou know that IRS regulations are 


promupp^^d for people in the United States who are 
U.S. ^^^rt;ens and others to follow? 


,e s, sir. 

MR. FOWLER; Object to the form, 
right. Have you, sir, written any reports 
'et^ltion with this case? 




not written any reports to anyone? 
written my opinion on this case. 

That's a report. Is that the only report that 


you've written? 

MR. FOWLER: Well, I'm going to 
object. You can't tell him what a report is or what 
a written opinion is. Ask him questions. Don't 
correct him or don't purport to correct him. 

Q. Did you write a report in this case, sir? 
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A. JAMES GIANNINI, H.D. 

A report, no. 

What did you write in this case? 

I wrote an opinion. 

And was your opinion a three-page opinion? 
don't remember the number of pages. 

right, I'm going to show-you Exhibit 1 
and that is what you wrote in connection with 

this 

A. sir, it is. 

Q. right. Were you requested to write this 

sir? 

Relieve so. 

you know why you were requested to write 


A. 

Q. 


A . 

Q. 

A. 

Q. 

A. 

Q. 



thishre^rt? 



is my understanding that's standard 
prac|^^|ss^ in a case. 

Q. you consider this a report in compliance 

with the federal rules and pretrial requirements of 
this Federal Court in this case? 

MR. FOWLER: Object to the form of the 

question. Calls for a legal conclusion. 

A. My knowledge as a medical doctor, not as an 
attorney, is in this sort of case, it is standard 
for me to write an opinion. 
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A, JAMES GIAHNINI, M,D. 

Q. Other than the opinion expressed in this 
three-page opinion or report, can you tell me if you 
have any other opinions or supplemental reports or 
opinions not't^und in this document? 

^ MR. FOWLER; Object to the form. Are 

you him for additional writte-n materials? 

Q. i Afryl further materials, written or otherwise, 
that jt outlined in this three-page report or 

constitutes my sole written opinion. 

1 right. So the four corners of these 

would be your sole opinion in this case? 
lole written opinion. 

right. We'd like to mark the following 
and ij^^^Suce into evidence as Exhibit 1 a copy of 
his That is your signature on this opinion 

or re| " ' 

A . Yes, Eir . 

Q. Did you write this or did someone assist you 

in writing this report, sir? 

A. I wrote it. 

Q. And the information contained in that report 

is true and correct to the best of your ability; is 
that correct? 
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A. JAMES GIANNINI, M.D. 

A. To the best of my ability, it is true, 

Q. The information that you obtained in this 
report was gleaned from what documents to determine, 
for example, how many people smoke in the United 
State^and things of that type? 

pv. MR. FOWLER; Object to the form. It's 

gad. You can answer it in general terms if 
swer that question, 
based on a lifetime of practice, my 
train r^nd education. 

1 right. And I notice that you use some 
in from 1993, even though you were retained 
wrote your report in 1997. Is there any 
you used information based in 1993 rather 
Int, up-to-date information? 

MR, FOWLER; Object to the form of the 
It assumes facts not in evidence and is 
based upon a faulty premise. 

A. I would have to see the point in question, 
sir. 

Q. Well, sir, tell me if you know how many people 
in the United States smoke cigarettes? 

A. Mo one has an exact number, sir. 

Q. All right. You have placed in your report 
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A. JAMES GIANNINI, M.D. 

that as of 1993 there are 46 million smokers and 46 
million ex-smokers; is that correct? 

A. That -- may I see my report? 

Q. sure. ■ ' 

A. hx®®that's what it states in my report. 
Q. a true statement as we-sit here today 

in 19^"‘lir? 

5- 7 

s MR. FOWLER: Object to the form of the 
quest^n^n 

A^ respect, no one knows the exact 

oun^ 

Q. right. Are you a member of the American 

Psychi^^g.ic Association, sir? 

A . : Y e s', sir. 

are you a member in good standing of that 
assoc^^Non? 

A. sir. ■ ' 

Q. And do you follow the rules, regulations, 
guidelines of that association? 

A. I follow the rules and regulations. 

Q. All right. You have a code of ethics, do you 

not, in that association? 

A. Yes, sir. 

Q. And do you -- are you familiar with the code 
JAMES DeCRESCENZO REPORTING 


ii/tid/tegf07aQQ/p#/.industrydocuments.ucsf.edu/docs/zkxlOOO1 


oi 

ro 

O) 

o 


o 

ro 









17 



http://legacy.library.ucsf.ed‘ 


A. JAMES GIANNINI, H.D. 

of ethics of the American Psychiatric Association? 

A, I've read them. 

All right. How many pages are there? 

I don't know. 

KjWhen was the last time you read them? 

^^^?t several years, 

Wl right. Do you know if the ethics of the 
^Psychiatric Association require you to give 


Q. 

A 

Q. 

A. 

Q. 

Ainer 

information when you are rendering opinions 
or r^^^s in a case involving disputed facts of 


ion? 


MR. FOWLER: Can we hold on. Read that 



quest il^, back to me, please. 

' (The pending question was read by the 
cc)Ui:^^ss(64>orter . > 

MR. FOWLER: Object to the form but you 
can'^a'n^^er that irf you understand the question. 

A. you'll need to break it down or restate it in 
some way. 

Q. No, sir. I don't think I need to break it 

down. The question stands. Vou either answer it or 
don't, say you don't know or . 

MR. fowler: But if you don't 
understand the question, if it's too complex, you 
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A. JAMES GIANNINI, K.D, 

can ask him to rephrase the question If you don't 
understand it. As he asked you at the beginning of 
th€! deposition, if you don't understand a question, 
you can ask him to rephrase it, unless he's changing 


h i {! m^n d . 



THE WITNESS; Okay. Co.uld you repeat 


that se. 


(The pending question was read by the 


courl 


jrter.) 


MR. FOWLER: Same objection. You can 


sw^l^the question if you can understand it. 
^^^%nderstand it. The American Psychiatric 


Assocon asks us to give facte to the best of our 


knowt^i^a^ as the facts are available to us, 

information you rendered in that report 


cone 


that 



g smokers and nonsmokers was as of 1993; is 
ect? 


A. I BO stated in this report as of 1993. There 
is no question in this report that my numbers were 
based on estimates based in the year 1993 and I so 
state it. 

Q. And that is not the most accurate information 


in this case? 


MR. FOWLER: Look, I'm going to object 


JAMES DeCRESCENZO REPORTING 


http://legacy.library.ucsf.ed i$'lid/b§r(])feG0y{|3dl/w.industrydocuments.ucsf.edu/docs/zkxl0001 


52601 1 


1 


W" 


2 

3 

4 

" 5 
6 


9 


C 


1 '2 


13 

14 

15 

16 

17 

18 
19 

|20 
2 1 
22 
23 
2 4 


19 

A. JAMES GIANNINI, M.D. 

to this line of questioning. You should know that 
that's the most current information from the U.S. 
government, 1993. If you can produce more current 

information, go ahead and produce t. But that's 

the most current information from the U.S. 
gover^^^: that I'm aware of, 

MR. BECNEL: Okay. 

MR. FOWLER: Are you aware of anything 

more than that from the United States 

govern 


^ ' MR. BECNEL: Absolutely. 

MR. fowler: Okay. Let's see it. 

BY MR^^EfCNEL: 

Q. you familiar with the American Psychiatric 

AsBO CkLsXM on Practice Guidelines, Practice Guidelines 
for of Patients with Nicotine Dependence, 

sir? 

A. 

Q. 

A. 

Q. 


Yes, sir. 

Are you familiar with that document? 

I read it. 

And that was published in and accepted for 
publication in July of 1996, was it not? 

A. That is correct, 

Q. And in reading that information, was there any 
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A, JAKES GIANNINI, M.D. 

statistical data concerning the nuraber of smokers 
and nonsmokers in the United States? 

A, There was an estimated statistical datum. 

Q. And what was that estimated statistical data? 


A. don't remember that datum because it is just 

an el^^^te. 


Q. f y ei1 , can you show me in this report, sir, and 


I wi; 


do you have a clean copy, Tom? Is it not 


a fa^^^:ir, that in this report, which l will mark 


Exhi- 



, and I have a 2 already pre-marked and 


why I'm jumping. 


MR. FOWLER: Okay. 

Q. ^ ^^^ d ask you to look at page five of the report 
und^^l^idemiology and Natural History. 

HR. FOWLER: Do you have another copy? 


MR. BECNEL: That's the only one I have 


MR. FOWLER; We're talking about page? 
HR. BECNEL: Five. 

Q. All right. Under C, Epidemiology and Natural 
History. 

A. Yes. 

C*. What does the document say, sir? 

A. "At present, approximately 50 percent of the 
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A. JAKES GIAKNINI, M.D. 

United States adult population have never smoked, 25 
percent are current smokers (48 million), and 25 
percent are ex-smokers, reference 11." 

Q- All right. hook at number 11, sir. 


I have it. 



Q. ^^il’right. And ... 

A. ^ Giovino GA, Henningfield JE, Tomar SL, 

Escob f^g,^ G, Slade J, Epidemiology of Tobacco Use 


lence from the Epidemiology Review 1995, 


17 : 4 ^ ^5 

^ X.-t_.i 


|o you feel that the association of which you 
^^ber would give inaccurate information in 






MR. FOWLER: Object to the form. This 


19 9 5 cation that's referenced, number 11, 

doesi^l^^ay what years that they're estimating that 
from^^^mean . . 


You can answer. 



A. First of all, if it was published in 1995, the 

research was probably done in 1993 or 1994. I am 
much published in American Psychiatric Association 
journals and there is a lag time. Lag time 
entailing the research, lag time in doing the 
statistics, lag time in writing, lag time in 
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A. JAMES GIANNINI, M.D. 

Ejcceptance and lag time editorial. 

Secondly, the -- you asked me does the 
American Psychiatric Association publish anything 
inaccurate. The Americar rPsychiatric Association, 

when reviewing articles, and I am a reviewer, 

*■ ) 

assumaC|curacy. It does not cheeky It does not 
— re’|X^^=rE are not required to go over initial 
data.^^^s not required. Only one reviewer is 
requii feigto^ o review statistical data, raw data. So 
an Psychiatric Association cannot give an 
to accuracy or Inaccuracy, 
or, isn't it a fact . . . 

not done. 


the A 
.ni 



^Iray otherwise would be a misstatement 


A. 

Q. 

A . 

Thankl ^ ^ 

^ fact that this document looked at a 
computer search from 1996 through 1995 on both 
PsycLiT and MEDLIKE to get that information? 

A. Of which document are you referring? 

Q. The entire document that's before you, 

Exhibit 3. 

A. Are we talking about the Escobedo . . . 

Q. The entire document that is before you, 
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A. JAMES GIANNINI, M.D. 

Exhibit 3. 

A. Please let me finish my question, sir. Are we 
talking about the Escobedo document or are we 
talking about the Practice Guidelines? 

Q. Practice Guidelines and the Escobedo 

docum^^^^ince it's included as a footnote to the 
documSn^". 

f 

A. p may I have the Escobedo document if we're 

goingi |:efer to it? 

i I 

answer the question, sir. 
f Vou , . 

're here to answer questions and that's 
^giving you a question, you either answer it 
wr'fdon't know, don't understand. You can 

trying to. 

MR.- -FOWLER! Wait a minute. Wait a 
minute. if he has a question . . . 

MR. BECMEL; No, he's not allowed to 
ask questions, 

MR, FOWLER! If he has a question about 
the nature of your question, he's entitled to seek 
clarification. If he thinks he needs documents to 
answer your question accurately, he can ask for that 
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A. JAMES GIANNINI, M.D. 

information. If you don't have it, you can tell him 
he can answer the question to the best of his 
ability. 

A. For clarification, to discuss intelligently 


the I^cobedo document, I would request, 



uly, that you give me a copy of the 


resp 


Escolfe^© idocument so that I may respond to your 


quest^i^ regarding Escobedo. 

Q. ^^^y. How you can answer the question. 

MR. FOWLER: Well, if you can. If you 
^n'^^^n^wer the question . . . 

have the Escobedo document or not? 

Q. can answer the question, sir. My question 


to ymr7™4s posed, you can answer, 



give^ 

thexM 


y. I cannot answer Escobedo unless you 
copy of this document or any document in 


Q. You just told us, sir, that you didn't think 
people reviewed it. Were you aware . . . 

A. I did not say that. 

Q. Were you aware how many people reviewed the 

guidelines? 

A. 1 did not say -- first of all, I think that 
was a mischaracterization of my previous testimony, 
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A, JAMES GIANKTINI, M.D. 

What I said was when American Psychiatric 
Association reviewers review articles, we assume 
accuracy in terms of analysis of data and reportage 
of data. Plus only one reviewer is usually assigned 
to th^ statistical review, though we all may 

C O iTQ C — 

Q. you aware, sir, that 23 organizations and 

76 iryg^^^uals submitted comments prior to that 
repoj^^^ing published? 

k-J. aware that there were a number. 

ere you aware, sir, that the search provided 
675 f^ei^ant treatment articles? 

MR. FOWLER: If you're referring to 
some I in the document, you might refer the 
doctj^^fe^ that, out of fairness. 

MR. BECNEL: Well, he said he was 
famiTTlf^with if.' 1 don't think 1 have to refer him 
to a particular place if he's familiar with the 
document. 

MR. FOWLER: This is not a memory test, 
Doctor. Doctor, it looks like he's reading off of 
page one. out of fairness, I'll tell you if he 
won't. It looks like he's reading out of the 
section called Development Process. 
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A. JAMES GIANNINI, M.D. 

MR. BECNEL: Counsel, you have taken 
probably half the time of this deposition 
objecting. And i would agree with you if we're 
going to do this deposition by 3:00, then if we 
centime in this manner we're not going to have the 
agreepifiii ^that you want. Okay? 

MR. FOWLER: Just treat the witness 

f a i r 1 

MR. BECNEL: I'm treating him very 
've given him a document which is before 
i^m asking him straightforward questions, 
in objection to every question we've asked, 



objei ble. 


MR. KLEIN: That's because they're 



MR. BECNEL: Okay. Vou can answer, 

I ' 

sir. r"" ." 

THE WITNESS; Could you repeat it. 

MR. BECNEL: Miss Reporter, repeat the 

question. 

(The pending question was read by the 
Court reporter.) 

A. The description development process says 
produced 675 development articles. That's the 

JAMES DeCRESCENZO REPORTING 


http://lega’cy.library.ucsf.edu^ificI7T'!9rOfp§!0^dfw.industrydocuments.ucsf.edu/docs/zkxl0001 


52601 1037 



27 


A. JAKES GIANNINI, M. D, 


statement. 


Q. All right. Did you make a computer literature 
search in rendering an opinion in this case? 

A. I continuously make computer searche'e to stay 

up tc^^ate with the knowledge in the field of 


psycJ^atry. 

Q. ^^^^esponsive to my question. 

A Did you make a computer literature 


S6;ar( 


^ reference to this case, sir? 
^^hink my question stands. 

'ou did or you didn't? 


A. ^^jT^ake computer searches. Did I do one, an 
addi^^^Jal one for this case, no, it would be 

redi^Sl^. 

Q- not? 


A. It would be redundant. 

Q. ^^^^1 right. 'What time did you put on this case 
on your billing record, sir, for computer searches 
in connection with this case? 

MR. FOWLER: Well, object to the form. 
Q. All right. 

A. I do not bill for computer searches because I 
do not have to pay for theiOf 

Q. All right. Why do you not have to pay for 
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A. JAMES GIANNINI, M.D. 


th&in, sir? 


A. I am a member of a hospital which is part of a 
medical school. 


Q. And they have a computer record that generates 
time when using MEDLINE or PsycLiT, does it not? 


, do you know that, sir? 


sir? 



^ not know. 

^ hospital did you use to make searches on, 


use Youngstown Osteopathic, of which I'm a 


raemb^^^nd St. Elizabeth Hospital, which one of my 


staffa member 


Q. me the years in the last two years that 


you' Vd&^'jnJ de literature searches at either of those 


hospi 


!, sir? 

jngstown Osteopathic is an ongoing process 


Q. what year? 


A. 1997. 


Q. All right. Other than that? 


A. 1996 


Q. Okay. Anywhere else? 

A. In this past two years? 


Q. Yes. 
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h, JAMES GIANNINI, M.D. 

A- I believe Ohio State University Hospital. 

Q. When? 

A. I believe that would be either the end of '95 

or the beginning of '96. 

Q. All right. What were the key words you used 


to mal 


Sur research? 


A. fI,,^^nnot remember because it changes from 
month ^ro^onth. 

. what are key words in a tobacco case 


that 


'ould tend to utilize to make searches? 


pp^esti 




MR. FOWLER: Object to the form of the 


tine, cigarettes, tobacco 




A. ^^S^i^ times. 

LAlIi right. Did you, in fact, make searches 


us in< 


;e key wbrds? 


A. I gave instructions for my office to make them 

and I assumed they were done. 

Q. So you did not personally make those searches, 
did you? 

A. That is correct, 

Q. At no time have you personally made a search, 
have you? 


JAMES DeCRESCENZO REPORTING 


rndustrydoCUnrreTiTs”ucsf.edu/docs/zkxl0001 


52601 






30 


A. JAMES GIANNINI, M.D. 

MR. FOWLER: Object to the form of the 


question. 


A. Not since I've become an assistant professor. 


no, sir. 


Q. All right. When was the last time you have 

hx - 


used y 


jputer search yourself on ej.ther PsycLIT or 


MEDL 


make a search for articles? 


A. ^ was a resident. 

Q* you familiar with the . . . 

A. me. I think when I was a resident, we 

^rtdn'^^^^e computers then. I think it was a little 


as a hand project. 


guid« 


Now, since you are familiar with those 
before you in Exhibit 3, do you follow 


those guidelines? 



sir, 


A. No, sir. 

Q. Why don't you follow the guidelines of the 
American Psychiatric Association , , . 


question. 


MR. FOWLER: Object to the form of the 


for the treatment of patients with 


nicotine dependence? 
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A. JAMES GIANNINI, M.D. 

societies that you belong to or are recognized in 
the United States, what other societies in the field 
of psychiatric educational groups have guidelines 
for the treatment of patients with nicotine 


deperidence? 


A. 



^ American 


doesfn'^,; and the 


College of Clinical Pharmacology 
Royal Society of Medicine, which 


I 


belon.'j, 4oes not. 

Royal Society of Medicine is in England, 

? 

es, sir. 

any English publication used by the 
Psychiatric Association in formulating its 
Guidelines? 

A. i, 1 J,rould have to review the literature. 

Q. you're not sure? 

A. no, I'la saying I would have to review the 

1iterature. 

Q. So you don't know? 

A. That is correct. 

MR. FOWLER; If you want to take a look 
at the references, go ahead. 

Q. Well, if you look at --.what is called the 
Oxford Collaborative Trials Registry? 
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A. JAMES GIANNINI, M.D. 

A. Okay, what reference number are you, sir? 

Q. I'm just asking you that question, sir, what 
is that? 

A. The Oxford'C llaborative is an ad hoc group 
that |i^as become an ongoing group for various 
clini^^^^rials. Beyond that, I have no 
f am i . 


hs^tre are they located? 
n't know, 
they in London? 
dbn't know. 

it a organization, sir, that is accepted 
the European community? 

MR. FOWLER; Object to the form of the 


S epted for what purpose? 
any pur'pose. 

MR. FOWLER; Object to the form of the 

question. 

A. I'm not sure what you're asking. 

Q. You're not sure, sir? 

A. I'm not sure what you're asking. 

Q. Okay. Have you objected to the American 
Psychiatric Association's Practice Guidelines? 
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A. JAMES GIAHHINI, M.D. 

A. No. 

Q. Have you written any articles, either pro or 

con, to their guidelines? 

A. No. 

Q. Jiave you published any articles, either pro or 
con, leir guidelines? 


re^you faTniliar with the Supreme Court 
n Daubert, sir? 

MR, FOWLER: Object to the form of the 

read it. 

Q, ’^Sk^^^your counsel furnish you with information 
on th^^^*^uirements under a Daubert hearing or a 
Daube^ to determine an expert's credibility? 

MR. FOWLER; Object to the form of the 
quest;^^^^ Y ou ' re'call Ing for a legal conclusion. 
You're also searching for work product under 
Hr. Sheller's definition of work product. 

Q. All right. You can answer, sir. 

A. To the best of my memory, legal counsel did 

not discuss Daubert. And we are speaking of Daubert 
versus Merrell Dow? 

Q. That's what we're speaking of. All right. 
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X. JAMES GIANNIMI, M.D. 

Arr. you familiar with the standards? 

A. I've read them. 

Q. All right. Have you ever undergone a Daubert 
hearing in any case where you have testified, sir*? 

A. best of my memory and recollection. 

Q. ^^ffright. Do you know what the principles in 
ordeffW-'^e accepted as an expert under the Daubert 


requi 



ts you have to be able to fulfill? 

MR, FOWLER: Object to the form of the 


questa^^T^ You're calling for legal conclusions 
^^the^^han expert testimony. This gentleman is 
^^sigW^^ as an expert on nicotine-related issues, 
not o^^^^al issues relating to Daubert or 


admis^ 


any o| 
them.I 


iity of evidence. 

\ 

^ Doctor, if you don't know the answer to 
^se questions, you don't have to answer 


A. Okay. I don't know the answer. 

Q. All right. Do you have a theory that you have 

espoused in this case in your report or opinion that 
has been tested, sir? 

MR. FOWLER; Object to the form of the 
question. What do you mean by tested? 

Q. The definition that Daubert uses. 
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A. JAMES GIANNINI, M.D. 

MR. FOKLER; Well, he's already told 


you he doesn't know about Daubert 
Q. All right. You can answer. 


MR. FOWLER; No, he can't. If you 


can't answer that question . . 


MR. BECNEL! Then you can tell him -- 


you struct him not to answer. 


MR. FOWLER: I'm not going to instruct 


him ni 


answer. 


MR. BECNEL: Yes, that's what you're 





^ ^^Mwer my question, sir. 

A. I previously told you 1 do not have in 

my m^TO^ banks the Daubert criteria, I cannot 
furt her jl espond to something I told you I don't 
know 


Q. right.' 'Do you have expert theories that 

have been put to any peer reviewed panels concerning 
nicotine dependence, nicotine addiction? 


MR. FOWLER: Object to the form of the 


question. 


A. I don't believe I have. 

Q. Nor have you been published after peer 

reviewed concerning your theory of nicotine 
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A. JAKES GIANHIKI, M.D. 

dependence or nicotine addiction as outlined in your 
report; is that not correct? 

MR. FOWLER: Object to the form of the 

qucistion. He hasn't suggested he has in nicotine 
dependence or nicotine . , . 

MR, BECNEL; Counsel, those are not 
pr ope actions and' now you're cluttering this 

depos. 

MR. KLEIN: Excuse me. I think it 
would^^^%asier for the court reporter and just 
inmo ^^^ ^rtesy requires that you permit him to 
nlsp^lgg^t he's saying and then he'll let you say 
what ^^^^ant to say. 

MR, FOWLER; The witness hasn't 
espoused ^ny nicotine dependence or nicotine 

addic^^^ theories on this record. 

Q* can answer. 

A. 1 believe you said after. That would imply 
I'd actually submitted something that had been 
rejected, i have never submitted anything. 

Q. All right. So no opinions that you have in 
this case have ever been peer reviewed and 
published, have they? 

MR, FOWLER: Objection. That's 
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A. JAMES GIANNINI, M.D. 

miKstating his testlraony. He said that his own 
articles. He didn't say anything about other 
people's articles. 

Q. All right. You can answer, * ' 

A. The theory of addiction and the criteria have 

been ^^^^shed throughout the world. ^ 

Q. f2^,i^right. What, in reference to your theory 
and ybur Jtpinion, are the known rates of error 
betwe teB^f^ ur opinion and those espoused by the 
'sychiatric Association Practice 
!? 

r've never been tested so a rate of error 
discussed. 

L^ou know whether the methodology that you 
used to espouse your theory or your opinion is 
gener fejIV' accepted methodology by the American 
Psych Mt4i^ c Association? 

A. By this one organization only? 

Q. Yes. 

A. This regarding methodology, my opinion does 

not discuss methodology. 

Q. So nothing that you say in this case has 
anything to do with accepted methodology; is that 
not correct? 
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h. JAMES GIANNINI, K.D. 

MR. FOWLER: Object to the form of the 
quetstion. That's not what he said. You're asking 
him about his own publications, not about other 
people's publications. It could be perfectly 
consi|:±ent with his opinions, 

Q. ^^^can answer the question, sj.r. 


quest, 



MR. FOWLER: What you said is a trick 


ould be incorrect. 

Q. right. Tell roe what is correct? 

ould you repeat the question, sir. 

MR. BECNEL: Miss Reporter, repeat the 
quesi please. 

(The pending question was read by the 
orter.) 

MR. FOWLER: Same objection. Go ahead 

■ ^ ' 

and ■ •' 


cour 



A. The criteria for addiction are accepted 
throughout the world. The criteria for addiction 
were accepted throughout the United States through 
1S88. They are still used in the literature for 
research purposes with the exception of nicotine. 

In my review, ongoing review of the literature, i 
have found that the criteria which I have listed and 
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A, JAMES GIANNINI, M.D. 

I have discussed are still applied in clinical and 
— research and clinical articles published 
throughout the United States and other English’’ 
speaking countries. 


All right. Sir, I'm going to show you Exhibit 
your Attachment A which bas -- sets out 



2 , w 


your p'^^^y rate, daily rate, and the various cases 
in wh^l^'ou've testified over the last number of 
yearsT^i'^ that correct? 


iven't seen it yet. (Witness reviews 


CUJ^t.) 


The Attachment A seems to be correct. 
MR. FOWLER: Just to clarify, Exhibit 2 
is b(^S^^h6 Attachment A plus Dr. Giannini's CV? 

MR. BECNEL: His CV, yes. They were 


attaP^^^together, that's why I included them 
toge^^^^as one exhibit, 

MR. FOWLER: That's fine with me. 
Q. So we don't waste time, this is what was 
provided to me by your lawyers. 1 assume you 


provided it to him. 

A. yes. Up to page 17, certainly, yes, 

MR. FOWLER: There's highlighting on 
that page 18. Was that your highlighting . . . 
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A. JAMES GIANNINI, M.D. 

THE WITNESS: No. 

MR. FOWLER! ... or page 19, I guess. 
MR. BECNEL; It wasn't my highlighting 
either. That's how it waJ furnished. 

HR. KLEIN: The question is do you 
the highlighting? 

MR. BECNEL: Well, if we make a copy of 
eliminate the highlighting. 

|n't read every article. 

MR. KLEIN; Just so the record is 


K 


agree 

it, we^ 

A. 



lar,, 
by' so 
deposi 






consi 



e can admit that the highlighting was put on 
other than counsel that are at the 


MR. BECNEL: That's correct. 

MR. KLEIN: And not by the doctor, 
MR. BECNEL; Right. And the CV 
f 36 pages. 

HR. FOWLER; Right, 


A. Okay. Superficially this appears to be my 
curriculum vitae. 

MR. FOWLER: I can straighten that out 
for you if you want me to. 

MR. BECNEL: Okay, yes. 

Q. What is your definition of addiction, sir? 
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A. JAMES GIANNINI, M.D. 

Addiction is a state in which an exogenous 


substance can displace primary drives. 

Q. Have you ever looked at the definition of 
addiction in the Philip Morris Employee Guidelines 
on their drug abuse policies? 




In't believe I've ever been furnished with 


Employe^- Suidelines . 


V 

kl^right. I'm going to show you as Exhibit 


4 , pai 
addi d 


mber six, a copy of What is drug 
And Is there a difference between 


ysi^^T&nd psychological addiction? 

MR. FOWLER; Page six? 


MR. BECNEL; Six, yes, sir. 


Take 


you familiar with that definition? 


^ MR. FOWLER: Go ahead and read it all. 

^ time. 

iy. YeSf'^I'm familiar with this definition, 


All right. Do you agree with that definition? 


It's incomplete but I would agree with what's 


20 stated. 


Q. All right. Why is the definition incomplete 

in the Philip Morris document, sir? 

A, It omits such concepts as intoxication and the 
concept of tolerance. 
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A. JAMES GIANNIHI, M.D. 

A. I -- it's their -- 1 don't know. 1 just write 
PMIC. 

Q. All right. Were you paid an advance to write 
this book? ' 



ou receive royalties from this book? 


book! 


is the last major publication in terms of 
you've written? 



hat book have you written since then? 

working on another book on Drug of Abuse. 


not published yet, is it? 
it's -- I'm still writing it. 

^ A1 ll right. So this is the last published book 


that 


ihave written? 


A. eorr-ect. 

Q. Okay. Now, it says that you are a fellow of 

the American Psychiatric Association in this book? 
is that correct? 

A. That is correct. 

Q. And it says you are currently a diplomat 
candidate for the University of London in the United 
Kingdom; is that correct? 
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A, JAMES GIANNINI, M.D. 

That is correct. 

What is meant by that? 

I am a candidate for receiving a diploma. 

When do you ’anticipate receiving that diploma? 
Either '99 or 2000. 

do you have to wait so long to receive 
o m a ? 

B^ause I cannot give it my full-time 


right. Are you board eligible to receive 
oma at this time? 

t diploma is in English literature, 
y. Are you board eligible to receive that 
t this time? 



Th^re is no board eligibility in literature. 


Q. 

dip 

A. 

Q. W^dadi^iv. And what is the purpose for receiving 
thi^rii^ee from London in literature? 

A. I want to study English literature. 

Q. All right. This has nothing to do with the 
subject for which you were retained in this case, 
sir, is it? 

A. No, sir. 

Q. How, you are a former professor and vice 
president of psychiatry at Northeastern Ohio 
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A. JAMES GIANNINI, M.D. 

University, the college of Medicine; is that 
correct? 

A. No, sir, that's vice chairman. 

Pardon? 

You said vice president. I was vice chairman, 
chairman. I'm sorry. Do^you still hold 
: ion? 


sir. 

In was that position terminated? 
wasn't terminated. I believe I resigned in 

1, I'm not trying to be coy with you, I 
at you left, and when I said terminated, 
when^etH-” the relationship ended. That's all I 
mean^^^^ 

Q, right. - Why did you leave? 

A. Because I was also teaching simultaneously at 

Ohio State. 

Q. All right. And where do you teach now? 

A. Now I'm director of alumni schools committee 

at Yale University. 

Q. Okay, Do you teach in the field of 
psychiatry? 
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A. JAKES GIANNINI, «.D. 

A. No, sir. 

Cl. So you do not actively teach psychiatry at any 

institution at this tine; is that correct? 

A. That is not correct. 

Q. Jl^ere do you teach? 

A. I^^^ach at a teaching hospital _o f Ohio 
Univei^^^ College of Medicine. 

Q. 'Whe e is that located? 


campus of which I teach is at Youngstown, 

how many people are in that college in the 
sychiatry? 

, every medical student is required to 
psychiatry. 

Q. !How^many students do you teach on a yearly 



basisU,n«JEhe field of psychiatry? 


an vary' from as little as two or three up 
to fifteen, twenty. 

Q. Now, it says that -- in this book that you are 
a corporate medical director of chemical Abuse 
Centers, Incorporated; is that correct? 

A, That is correct. 

Q. What is that organization? 

A. That is an innovative approach to treating 
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A. JAMES GIANNINI, M.D. 

addiction, an outpatient model that we've helped set 
up centers in the United States and the U.S. 
Information Agency has sent me to the Caribbean, 
Canada*, lurope and the Mideast to set up similars 
based,on that model. 

Q. , when you wrote this book^ and apparently 

this ^was copyrighted in 1997, it says nothing 

I 

about in the United States, does it? 

MR. FOWLER; Object to the form, 
lays "This program was adopted for use in 
fy^ruB, Barbados, Slovenia, Macedonia, 

etcetera. Isn't that true? Not in the 
t es ? 

MR. FOWLER: Object to the form. 

Q. ^ 

A. sir . 

Q- wasn't it accepted when it was published 

in 1997 in the United States? 

MR. FOWLER: Object to the form of the 

question. 

A. It was accepted. 

Q. Well, why didn't it have in About the Author 
any information that it was accepted in the United 
States rather than only in these foreign countries? 
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A. Because that's a publicity blurb written by 

someone in the editorial staff there and they just 
put. in what seems the roost dramatic. 

Q. All right. There is a disclaimer in this 
book, there not? 

A. sir. 

Q. the Court what is the disclaimer in this 


book drr Djguas of Abuse, Second Edition? 


MR. FOWLER? If you need to refer to it 
^the question, go ahead. 

I have that book now? 

, no, I don't think you need to answer ~- 
me what is the disclaimer? 
don't think I need to answer? 

Q. ^Pj^ I don't think you need to read the book. 

^ what is the disclaimer in the book you 

wrote^^^997? 

MR. FOWLER; If you want the book to 
answer the question, we'll wait until counsel hands 
you the book. 

MR. BECNEL; No, sir. We don't have to 
wait. Okay. I asked him what is his disclaimer in 
the book. 

MR. FOWLER; You've got it right in 
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A. JAMES GIANNINI, M.D. 

front of you. 

MR. BECNEL: That's fine. I can have 
all the books I want in front of me. I'm asking him 
what is his disclaimer in his own book 'f at was 
writt^ in 1997 and you're telling me he can't 
answe^^^ question? 

I "T'' 1 HR* FOWLER; If you can remember it 
^r^ord, go ahead and answer the question, 
just answer it generally, sir. What is 
timer in your book? 

MR. FOWLER; This is unfair. You're 
ig information from him. He's -*• this is 
. You want to conduct the deposition in 
go ahead. If you can answer the question, 
If you can't, you can't, 

^1, your question is two inaccurate things, 
je book w&s not written in 1997, it was 
written in — finished in 1995. Secondly, that's 
not my disclaimer, that is the publisher's 
disclaimer. The publisher puts a disclaimer in. I 
do not, 

Q. Did you consider cigarettes drugs of abuse, 

sir? 

A. I did not. 
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A. JAMES GIANNINI, M.D. 

Basic Science of Poisons toxicology book which is 
the bible of toxicology taught at every medical 
school in the country? 

MR. FOWLER: Object to the form of the 

question, the characterization of the text. 

Q. 


right. Are you familiar with that, sir? 

A. ^ hible but it's not a bible at 

Lti^ not a bible at Ohio State, it's not a 
lortheastern Ohio University's College of 
It must be a different religion there. 

^re’you aware that it is taught at Yale, sir, 
Jaselret and Doll's book is used to teach 
^^s^udents and toxicologists at Yale? 

MR. FOWLER! Object to the form of the 

q u e s 

Q* you aware of that, sir? 

A. way Yal& is set up, we have no absolutely 

required books for medical students. We are given a 
list. We may choose among the list. 

0. Are you familiar with sax Book on Toxicology, 
sir? 

A. Let me say this: There are some individuals 
who can cite authors and books and articles. I've 
never had that gift as a student, 1 don't have that 
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A. JAMES GIANNINI, M.D. 

gift now. I just cannot make cites. So I . . . 

Q. Are you familiar, sir, with Richard Lewis' 
books dealing with the toxicology of certain 
chemicals? ' ■ 

A. sw^As 1 said earlier, I'm not one of those people 


who 



just give a citation for evexy book and 


^ right. In terms of cigarettes, sir, what 
lemical components of cigarettes that 
appeEfr|ih most of the books dealing with toxicology 
lat JEge known carcinogenic agents both in animals 
ahd studies? 

MR. FOWLER; Object to the form of the 
This is beyond this witness' area of 



MR. BECNEL: All right. 

A. psssssj^ce I do hot hold myself out to be an 
oncologist or toxicologist or botanist, l don't feel 
I can meaningfully respond to your question. 

Q. You're a medical doctor, sir? 

A. Yes, sir. 

Q. And you had to take toxicology? 

A. Toxicology is not a required course at either 
the University of Pittsburgh or Yale University 
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h. JAMES GIAHNINI, M.D. 



where 1 matriculated. 

Q. All right. So you did not take any coureee in 
toxicology; is that correct? 

A. That is correct. 

Q. And you don^t even understand toxicology, do 


you? 


r, n 


MR. FOWLER: Object to the form, 
t is not a correct statement, sir. 
right. What do you know about toxicology^ 


MR. FOWLER: Object. 

MR. KLEIN; I'm going to -- excuse me. 


Let me"!5Btbi ect. This is well beyond anything that 


Mr?,. 


14 th 


15 


ess has disclosed as to giving opinions 
, really, if you're talking about wasting 


16 time^^^'re really now tremendously wasting time. 

17 Q, can answer the question. 

18 MR. FOWLER; I'm going to object to the 

19 form of the question as well. Calls for a narrative 

20 that could take hours to answer, perhaps. 

21 Why don't you read the question back. 

22 (The pending question was read by the 

23 court reporter.) 

24 A. Toxicology is a branch of pharmacology which 
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embraces pharmacoiogicaI, biochemical, organic 
chemical, physiological and micro-biochemical areas 
of learning. It studies the effects of various 
substance obtained artificially from natural flora 
and r^tural fauna which produce permanent or 

effects upon a living organism which may 
leous to this organism, may be -- may 
le function of the organism, or it may 
le structure of the organism. 

you familiar, sir, with certain books that 
|.sidered treatises in the field of toxicology? 
:e are shelves of excellent books in the 
toxicology. 

you had an opportunity, sir, to read the 
Surge meral's report of 19?9 concerning 

oreve te^fcAW e illnesses from cigarette smoke? 

MR. FOWLER; Object to the form. 

A. I've read every Surgeon General's report since 

'64 so 1 assume I've read that one also. 

Q. All right. And do you agree or disagree that 

cigarette smoking is the largest single preventable 
cause of illness and premature deaths in the United 
States? 

A. I don't have more than superficial training in 
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A. JAMES GIAHNINI, M.D. 

A. No, sir. 

0. Do you consider the Centers for Disease 
Control to be an institution whose opinion you would 
respect in this country? 

A. respect the institution and I certainly give 

its o^^^rtins my attention. 


day di 




you aware that over a thousand people each 
om cigarette smoking? 

MR. POMLER: Object to the form of the 
questp|r:i Again, we're way beyond this witness' 

sigg^ted area of testimony and he's already denied 
ekper^ETi°l^ in this area. If you have to guess, don't 
question. 
uld be guessing. 

right. Are you aware that 434,000 people 
die from cigarette smoking? 

MR. J'OWLER; Same objection. 

I would guess and 1 have no way of confirming 
independently those results. 

Q. Are you familiar with the World Health 

Organization? 

A. Ve B, sir. 

Q. Do you respect their opinion? 

A. In certain areas. 
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A. JAMES GIANNIKI, M.D. 

Q. Are you aware that Booking causes 2.5 million 
deaths annually? 

MR. FOWLER; Object to the form of the 
question. Same objection concerning expertifet and 
d e Bigpation. 

A. ^^have no way of evaluating their data. I 
have of evaluating the data of an 

organi^a.jyion that has once condemned Zionism as a 
disee^^^^ich needs to be treated. This is also a 
findi^^^W the World Health Organization so there 
e p^^itical considerations with that group. 

agree that if present smoking patterns 
centi^^^^that the yearly toll will be in excess of 
10 people by the year 2025? 

A. k I bl ave no . . , 

S MR. FOWLER; Object to the form of the 
Same objection concerning expertise and 
designation. 

Q. Okay. 

A. I have neither raw data nor to those 

projections, nor do I have expertise to analyze the 
raw data. 

Q. Do you consider that prevention and treatment 
of nicotine addiction must focus on individual as 
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A. JAMES GIANKINI, M.D. 

well as the environments that affect individual 
behavior? 

MR. FOWLER: Could you repeat that. 
MR. BECNEL; Would you read the 


quesl|^on back, 


(The pending question was read by the 


cc)urt "Importer. ) 


ques| 

that I 

low 



MR. FOWLER: Object to the form of the 
And Doctor, if you want to take a look at 
uage, it might be helpful for counsel to 
u 'what he's reading from. 

MR. BECNEL; I'm not reading from 
anytlf^Sgf, Counsel. 

HR. FOWLER: You were just reading from 



th at I boo) 


MR. BECNEL: No, I'm not reading from 


any tl^ 


I'm 

just 

turning pages. 


Q. 

You 

can 

answer 

the question. 


A. 

The 

prem 

ise is 

based on the fact 

that 

addict 

ion 

is a 

ccepte 

d as being seconda 

ry to 

nicoti 

ne. 

My 

whole 

testimony is that 

nicotine 

addict 

ion 

does 

not e 

xist as a clinical 

entity. 

Q. 

Hav 

e you 

done 

any studies on the 

various 

of cig 

are 

tt e s? 
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A. JAMES GIANNINI, M.D. 


A . No, sir 


Q. Have you done any studies on any of the types 
of tobacco? 

A. No, sir. 

Q. you know the difference between various 

types ^^^^obacco? 

A. Towll' at inost superficially. 



Q. ^ o u know that different types of tobacco 

has d^W^ent chemical components? 


MR. FOWLER: Object to the form of the 


lest^n. ■ 


aware that different types, whatever the 
techn^^^^ term, has a difference in the ratio of th« 


cone t s . 

Q. = familiar with oxides of nitrogen that 


alette smoke? 

A. not surfe what you mean familiar. 

Q. Well, do you understand what oxides of 
nitrogen are? 

A . Yes, sir. 

Q. Are oxides of nitrogen a known carcinogenic 
agent? 

MR. FOWLER; Object to the form of the 
question again on expertise and designation. It's 
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A. JAMES GIAHNINI, H.D. 

also vague because it doesn't say whether you're 
talking about human or animal carcinogens. 

A. To answer that question, again, I have no 
expertise in this area other than what's learned in 
mecl , i need to know the form in which an 

oxide nitrogen is being applied, -rl need to know 


the f 

Q. 

A. 


tefaj nd the vehicle. 

do you know what nitrogen dioxide is? 



Q. 

Q. 

A . 



es^ sir. 

hat found in cigarette smoke? 

's reported to. 
i Is | t a known carcinogen? 

MR. FOWLER: Same objection. 

Is in both humans and animals. 

y knowledge, it's, in humans, it's a risk 

f acto^^^^ 

Q. known carcinogen? Yes or no? 

A. To my knowledge, it is a risk factor. 

Q- All right. Are you familiar with nitrogen 

monoxide? 

MR. FOWLER: Objection. 1 mean, this 
is so far beyond this witness' designated testimony 
it's ridiculous. 

A. That is an incorrect name for a nitrogen and 
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A. JAMES GIANNINI, M.D. 

oxygen molecule. It's not called nitrogen monoxide, 
Q. So you -- well, what is nitrogen monoxide, 


sir? 


I believe you're speaking of nitrous oxide, 
is nitrogen monoxide? 


gues 


I 


MR, FOWLERi Object to-.the form of the 
This 1 b a waste of time. 

MR. BECNEL! Counsel, if you think it's 


a waste df time, you arc welcome to leave? okay? 1 


:k you to appear here. I asked the witness 


•o a r 



MR. FOWLER: The way this is unfolding, 


I wish^^ could leave . 




MR. BECNEL: Okay. Well, then, leave. 
MR. FOWLER: . . . but I'm obligated to 


iswer the question. 


MR. KLEIN: There's no reason to be 



rude 


MR, BECNEL; Well, I'm tired of being 


told that a deposition can last three, four hours 
and that we're sitting here with every question we 
ask there's an objection and a speaking objection. 

MR. KLEIN: If you would basically do 
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A, JAMES GIANNINI, H.D. 

what counsel who have been in the Philadelphia case 

try to confine their self to the opinions that the 
witness has given as opposed to asking about 
extraneous matters while you're here in our city, 
then j^maybe we wouldn't be in this situation. But 

ther ^^^eally no excuse, sir, for the rudeness that 

^ • 

Rowing to both the witness and counsel who's 
you, and I kind of think it's not called 


right. You can answer the question, 
feally need that repeated after that. 

(The pending question was read by the 
:^porter.) 

MR. FOWLER: Same objection. 

A. _ I can tell you, with organic chemistry, 

it' s of the of nitrogen atom and oxygen 

a toT 

Q. All right. Are you familiar with the 
toxicology of low tar cigarettes, sir? 

A. As I testified . . . 

MR. FOWLER: Object to the form of the 

question. 

A. ... earlier, I do not hold myself out to be 

a toxicologist. 
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A. JAMES GIANNINI, M,D. 

Q. All right. Have you reviewed any of the 
toxicology data on cigarettes in formulating your 
opinion? 

A. No, sir. 

Q. K^j^^e you reviewed any of the articles dealing 
with^^^ toxicology of cigarette and" cigarette 
toba (omponents and/or chemicals in formulating 
lion? 

No] sir. 


you feel you can formulate an opinion on 
e addiction without understanding the 

y of cigarettes and related additives or 
added to cigarettes? 

MR. FOWLER: Object to the form of the 
It's compound and assumes facts not in 


que 
ev i 

A. ^^I^would need that broken 
multiple question. 

MR. BECNEL: All right. Read the 

question, ma'am. 

(The pending question was read by the 
court reporter.) 

MR. FOWLER: Same objection. If you 
can answer that question, go ahead. 




I can't answer a 
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A. JAMES GIANMINI, M.D. 

A. I would need it broken because I think there 

are three or four questions there. 

Q. All right. Is nicotine distilled from burning 
tobacco? 



a school of thought that it is 
dispersed in liquid micro-droplets. 
it carried on tar droplets in the vapor 



Q. 

A. yes. 

Q. Do you 

membrane in a 



nicotine are carried in water 

it's not -- is it carried in the vapor 

MR. FOWLER; Object to the form of the 

to know what is carried in the vapor 


know, sir, if absorption is across the 
nonunionized state? 

MR. FOWLER; Object to the form of the 


question. It^’s — you mispronounced a word so 
there's no way for him to answer that question 
unless he knows what you're talking about. 
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A. JAMES GIANNINI, M.D. 


Q. Vou can answer. 


I'm not familiar with unionized as a chemical 


concept 


HR. FOWLER: He should have said 


loniz 


union 




MR. BECNEL: I'm Borry,-'did I say 


MR. FOWLER: Yes. 


MR. BECNEL: Non~ionized 


WITNESS; Okay. Then I . . . 

MR. BECNEL: Okay. I apologize. 

THE WITNESS: Okay. Because I was 
trying^^^ figure that. so l really need that over. 

n pt""v^ stinq time, I was just trying to figure 
out w to^^ inionized was. I'll need a run back, 

S HR. KLEIN; Can we go off the record 
cond . 

VIDEOGRAPHER: 11:44, pause. 


11:54 a.m.) 


record. 


(A recess was taken from 11:44 to 


VIDEOGRAPHER: We're back on the 


BY MR. BECNEL: 

Q. Sir, do you understand what's known as the 
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A. JAMES GIANNINI, M.D. 

1 American blend of cigarettes? 

\ 2 A. I've heard that term. 

I 

^3 Q. What is your understanding, the American 

psj 4 blend?'- 

i 5 A. ; It's a blending of different tobaccos. 

^ 6 Q. understand the acidity-of the American 


blend pigarette smoke, as smoke? 


understand that cigarette smoke has a pH of 


less 


excr< 


?1, less than 7 makes it . . . 


.cid. 


. normal? 



.es it acid. 

^d, all right. And how does the human body 
Ihis acidic mixture? 


quest 


MR. FOWLER; Object to the form of the 


Well, the mixture is -- well, first of all, 


the mixture is not taken into the body. To take it 
in, one would have to inject the contents of a 
cigarette. 

Q. How is the metabolism of nicotine accomplished 
in the human body? 

A. Okay. By -- less than five percent is not 
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A. JAMES GIANNIMI, M.D. 


metabolized at all. Other metabolism goes through 


tho liver. There is a question of metabolism 


occurring into the kidneys, and that's, again, a 


question, may or may not. And then it can be 


excreted. 


right. And what percentage is it 


excr(^'f€^?l 


MR. FOWLER: Object to the form. What 


perc 


of what? 



icot ine 


icotine or its metaboliteB are eventually -- 


noth: 


90-pl 



Is ever a hundred percent so it would be 


luB plus that's excreted 


can you tell me what role do lipids play 


in nicc^ne excretion? 


U, in excretion, compounds, to pass to 


var ii 


larts of the body need to be lipid soluble 


in some form or another. 


Q- Does nicotine affect heart rate in any way? 


A. It can 


How? 


A. It can, depending on the circumstances, it can 


slow it down or raise it, 


Does nicotine bind with any specific receptors 
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A. JAMES GIANNINI, K.D. 


in any way? 


A . Yes, sir. 

Q. And which ones are those? 

A. Acetylcholine. ’ 

Q. wAnd how does it affect the central nervous 


syst 


LM^'tyl choline? 


ly. Acetylcholine . . . 

; MR. FOWLER: Hold , . . 


obje 


be for* 



MR. BECNEL: Wait, Counsel, you can't 
i the middle of an answer. You can object 
ie. answer but you can't object in the middle 


of tS 


is b| 


swer. 


MR. FOWLER; Would you read back the 
ques|^^^ before he answers, then. I don't know what 
is b^^^^ answered'. 

(The requested information was read by 
the court reporter.) 

A. Acetylcholine is a simple neurotransmitter. 

It has several origins. It originates at the 
nucleus basalls, a Meynert, projects to the 
neocortex. It also occurs in the striatal bodies. 

Q. Can you tell me if nicotine affects heart 
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rate? 

A. I believe I answered yes. 

Q. All right. And how does it affect heart rate? 

A. It can slow it down or occasionally increase 

the rate, or it can slow it down or increase the 


rate 


I ■^©s it affect blood pressure? 


■ t can* 


|s it affect skin temperature" 


lave there been numerous studies on all of 

> 

feings? 

there have. 


Q, you reviewed those? 

A. reviewed studies. 


thos< 


l| what is your understanding after reviewing 
^dies of the effect of cigarette smoke and 


nicotine on the human body? 


MR. FOWLER: Object to the form. Over 


broad. 


A. That it can produce effects on certain areas 
that are volumes of the body. 

Q. Can you tell me what is nicotine's detrimental 
effect to the human body, as you understand it? 
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A. JAMES GIANNIHI, M.D. 

MR. FOWLER: Object to the form. It's 
again outside his area of expertise. 

MR. BECNEL.: I understand. 

MR. FOWLER; And beyond his 
>n . 

as a medical doctor sir? 

A. ®^^re speaking from a psychiatric point of 

V i ew?^ 

Q- medical doctor, sir. 

I'm sorry, I didn't hear that. Okay, To 
^o^nicotine's areas on the body other than 
fie I think is outside the scope of my 

! . 

!S the American Psychiatric Association have 
.rison of nicotine dependence and other drug 
d ctp^hd|errt i es ? 

A. The Association as a whole does not. That was 

never voted upon. 

Q. Do they have any commonalities of both 
theoretical and clinical relevance? 

A. That was never voted on. 

Q. Are you familiar with the studies in the 1988 
report of the Surgeon General's dealing with 
nicotine addiction? 
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A. JAMES GIANNINI, K.D. 

A. I've read the report and I've read the studies 
which 1 could obtain. 

Q. And do you agree or disagree with those 
studies? 


me 1 agree, some 1 disagree. Some don't 


requi^ an opinion. 


Tell me which portions of the Surgeon 


Gener 



report that you disagree with? 

MR, FOWLER: Object to the form of the 


(GStiior. 


lere are hundreds and hundreds of studies. ] 


just ^on't have an eidetic memory that I could 


rememb 


Gene: 


Have 



ach one. 


, I'm referring to the 1988 Surgeon 
^ report which is about a eoo-page report, 
^read that report, sir? 


yes. 


Q. And in reading that report, sir, do you 
disagree with the process that the Surgeon General' 
team of scientists, in arriving at their opinion, 


utilized? 

A. Okay. Just to be clear, I thought the 
question was the articles contained it, but we're 
not talking about the articles anymore, we're just 
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A. JAMES GIANNINI, M.D. 
talking about the report. 

Q. We're talking about the report. 

A. Disregard my misunderstanding. Okay, the 
report, yes, I do disagree. 

Q. V and what parts of the report do you 
diBagj^e-^ith? 

sagree with the process in which they have 
almost exactly the same data as in the 
^utilizing that -- those same data arrive 
^letely different set of conclusions. 

>o^you also disagree with their portion of the 
Id definition of the term nicotine 

t? 

A. sagree with their term of nicotine 

add . 

Q. right. Do you disagree with the American 

Psychiatric Association's definition Of nicotine 
addiction? 

MR. FOWLER: Object to the form of the 

question. 

A. The American Psychiatric Association, which 
I'm a fellow, does not have a position. To have a 
position, we'd have to vote on it and -- as we did 
on areas of premenstrual syndrome, homosexuality. 
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A. JAMES GIANHINI, M.D. 

We did not vote on this. 

Q. All right. Do you agree or disagree with 
their definition of nicotine addiction? 

MR. FOWLER; Object to the form. 

A. +?h„ose definition? 

Q. American Psychiatric Association. 


8 ASSO 


said, the American Psychiatric 
^on does not take a position because it was 


would restate the question, I 


ave you reviewed DSM-III, III~R, IV? 


12 A. 


13 Q. 


14 add 



you agree with their position on nicotine 




MR. FOWLER: Object to the form of the 


16 quel 


, They use the phrase nicotine dependence. 


17 not' addiction. 


18 A. 


Okay. To comment on that, it says in DSM-III, 


19 DSM-lii-R, DSM-IV that these books are not designed 

20 to be used in legal proceedings and should not. So 

21 I've always taken the position I do not discuss the 

22 DSM's in any legal proceeding and I will not do so 

23 here. 


24 Q. 


SO you're telling me you will not discuss 
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A. JAMES GIANNINI, M.D. 

those bookB, nor do you have any opinion as to 
whether they're right or wrong; is that correct? 

MR. FOWLER: Object to the form. 

A. That's not what I said.' 1 said — I did not 

comment on whether 1 thought they were right or 
wroni^^^^ position has been since I_ started reading 


thoBQ^ B^bo^cB, since they said they were not designed 


and g^^^^cautionary statements, they should be — 
not and it gave the reasons, I have taken 


pOBitTdn^ in multiple jurisdictions that I will not 


upon them and I will take that position 


here i 


used 


addii 



you agree or disagree with the methodology 
leaching the opinions that DSM-III, III-R 
Ipouse on nicotine dependence, on nicotine 


I said ehrlier, since there are cautionary 


statements in the DSM that they should not be used 
in legal proceedings, I am taking the position I 
have taken in multiple jurisdictions that I cannot, 
in good conscience, comment on then in this legal 
proceeding. 

Q. So you have no opinion whatsoever on the 
methodology that they used? 
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A. JAMES GIANNINI, M-D. 

MR. FOWLER; Object to the form. 

A. You do not know whether I have an opinion or 
not because as I said earlier, in line with the 
cautionary statements in all the DSM's, these books 
are meant to be used in legal proceedings. I am 

cauti^^ea not to use them in a legal-proceeding and 
it is^^^^eeling it would be unethical to do so, I 
have J^^^ained this in multiple legal jurisdictions 



_ 

and lainBO maintaining in this jurisdiction. 

^ you've never had that opinion upheld by a 
ur^^r disagreed with by a court in a Daubert 
hear jng Tlhave you, sir? 

A. J^da ave had this opinion upheld in Common Pleas 
cour|tS,,„^d federal courts. 

Q- under a Daubert hearing, though, have you? 

A. not a legal scholar, I cannot address 

the ^iss^ whether' it was a Daubert hearing or not, 

Q. Do you know if DSM-III, DSM-iii-r and DSM-IV 
has any acceptable rate of error in reaching their 
conclusions and opinions in the booklets that were 
published? 

A. Because of the cautionary statements in the 
book you have in front of you, l do not feel that 1 
can ethically respond to any questions regarding the 
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A. JAMES GIAMNINI, M.D, 


DSM's. 



Q. Do you feel that in DSH-III, DSM-III-R and 
DSM-IV that this book was peer reviewed? 

A. Based upon the cautionary stateinents in the 

book which you referred, I do not feel that I can 


respc^S in a legal proceeding since-the book clearly 


St at 


with 



I's not designed nor — and should be used 

I 

It caution, or in other parts says it should 


^Sed in a legal proceeding. 

you utilized DSH-III, DSM-III-R and 
in categorizing your bills for patients that 


you seen or treated under Medicare, sir? 

A. I can respond to. Yes. 

Q. follow the guidelines in DSM-III, 

DSM- ^j^i^^ and DSM-IV when submitting bills to 
varii^^^state and federal governments, insurance 
and pat'ticular programs that pay for 
psychiatric and/or drug dependence treatment? 

A. To my knowledge, Medicare now, in our state, 
uses ICDA and does not use DSM. 

Q. All right. Did you participate in any of the 
DSM booklets? 

A . No. 

Q. Were you asked to participate? 
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A. JAMES GXAHNINI, M.D. 


\ 2 Q. And what did you say? 


A. 1 thanked them. I was working on my first 


book. I was stilj.- a resident, and I needed to spend 
my Bp^e time writing my first book. 

Q. was the first year you were retained by a 

tobac^Y'^Ripany in tobacco litigation? 


8 A. 


coinpa 



ve never been retained by a tobacco 


.0 Q. fit'*" who represents a tobacco company? 

i not sure what retained means. 


12 1 ^iTiat' 


14 an h( 


, 15 comp< 


16 A. 


ihing that you were asked to do work under 
^ daily rate where you would be 


se. I believe the year was either 19B0 -- 


17 it's 


iP^en 1987'and 1989 . 

All right. You don't remember? 


19 A. 


At this moment, no, but it's one of those 


three years. 


22 A. 


All right. And . . . 

And it would be the latter part of one of 


23 those three years. 

24 Q. And approximately how much time do you spend 
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A. JAMES GIANNIHI, H.D. 

as a consultant examining patients or doing work for 
lawyers or tobacco companies? 

A. For lawyers or tobacco companies or lawyers 

for I just didn't catch . . . 

Q. lijawyers for or dealing with cigarette 

litig^^^^, tobacco ... 

r" 

A. l£^.# thinq to do with cigarette. Okay. That 
varie^^^^ometimes months will go by and I'm not 
doing ^^^^hing for lawyers. 

Q. ^^^^oximately what percentage of your time is 
^^ent^g^ing consulting working for law firms or 
^Sgacompanies or lawyers representing 
cioare^t^.' companies? 

A. could go back for the whole ten years, it 

woul fes^^ggjjnder five percent. 



Q. right. And what percentage of your Income 

is g^^^ted from'working consulting with lawyers, 
cigarette companies and the like? 

A, 1 don't consult with cigarette companies but 
lawyers would be under five percent. 

Q. When you submit a bill, who pays you? 

A. The law firm. 

Q. You have reviewed a number of confidential 
documents, have you not . . . 
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A. JAMES GIANHINI, M.D, 

KR. FOWLER: Object to the form of the 

question, 

Q. ... dealing with the cigarette litigation? 

A. Yes, sir. ‘ ; 

Q. KAod you have been furnished those confidential 


docui^mts by whom? 


qu eBl 


MR. FOWLER: Object to the form of the 
I don't know what confidential documents 


discussed here. 



T| right. You can answer, 
he firm of Shook, Hardy & Bacon. 

^e you ever signed a confidentiality 


agre ^^^ j:, sir? ^ 

A. pTKise, no, these documents are not 

. They're the formerly confidential 
doci^^^^s that I believe Dr. Henningfield discuesed 
and were referred to me. 

Q. All right. And what documents are you talking 

about dealing with Mr. Henningfield? 

MR. FOWLER: It was actually Benowitz, 
for the record. 

A. Benowitz. I'm sorry. Project Hippo. 

Q. Any others? 

A. And a series of documents. I don't think they 
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A. JAMES GIANNINI, M.D. 
really have a title. 

Q. All right, Did you ever sign a 

confidentiality agreejnent? 

A. No, sir. 

Q. ^'’"^avie you ever been requested to sign a 
conf^entiality agreement? 


MR. roWLER: Object. Are you talking 
abou ^^wit h regard to these documents? 

N H4Trf ®SCNEL: I just asked him those 

Counsel. 

MR. FOWLER; Well, 1 object because it 
was and if you're asking . . . 

MR. BECNEL: You can't object after an 


MR. FOWLER: If you're asking with 
regard to documents, that's fine. But if you want 
an accurate answer, you've got to ask an 
understandable question. 

A. 1 -- my understanding, the context is still 
documents. 

Q. All right. Where are the documents that you 

have been furnished with to review or look at, where 
are they maintained? 
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A. JAMES GIANNINI, M.D. 

were furnished to you by any of the law firms, 
tobacco companies or law firms and/or other experts 
working for the tobacco companies? 

MR. FOWLER; Same objection concerning 
what (Ipcuments means. 


Fain, my understanding is these are the 


documte^sI referred to by Dr. Benowitz and, no, I 


still them in my presence -- in my home. 

Q. . In the 1988 Surgeon General's report, 

an was rendered that cigarettes and other 


^rms^S^ tobacco are addicting. Do you agree or 


disagreewith that statement? 


surgi 


^to uld disagree. 

o™*Vou disagree with the method in which the 


sneral reached that conclusion? 


quDsi 


MR. FOWLER; Object to the form of the 
Asked and answered. 


A. Well, this presupposes that it was the Surgeon 

General. He -- the Surgeon General actually did 
none of that work. 

Q. Assuming his staff and scientists on his staff 
did that work, do you disagree or agree with the 
method in which that conclusion was reached? 

A. I disagree with the method the staff used. 
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A. JAMES GIANNINI, K.D. 

Q. What would be a better methodology to use to 
reach a oonclusion of whether cigarettes are 
addicting or non-addicting? 

A. Not to change the criteria in the middle of 

the E^^dy. 

Q. ^ave you ever participated in a study for the 
Surge ^^f^ ner a 17 
A. sir. 

Q. ^^^^h one? 

hy chairman of the Rape Commission at the 

ls was being done. When the Rape 
Commi l^'b congressional commission expired, I was 
then ^gned to two separate ad hoc commissions at 
»al Institute of Drug Abuse, and about two 
I was made a special reviewer -- or three 
was made a special reviewer, again at the 
‘^Institute of Health, for review of projects 
-- projects, grants, etcetera, on depression. It 
has. a long name but that's what it does. 

Q. Do you consider nicotine to be a drug? 

A. Drug is a word depending on the context in 

which it's used. 

Q. Do you consider nicotine to be a drug? 

A. Again, I'd like to answer but I need a 
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A. JAMES GIANNINI, H.D. 


context. 


Q. No, you need to answer under my term, do you 
consider nicotine to be a drug, either yes or no? 


the texiti. 


MR. FOWLER: He^s asking you to define 


Q. 'I don't need to define the-tern. Do you 

r- 

consid^ fticotine to be a drug? 


know 


. You said under your term, but I don't 
your term is. That's what you just said 
need to answer the question, sir. 


it, y^ 



MR. FOWLER: If you don't understand 
>n't have to answer. 


on't understand it. 


MR. FOWLER: Define drug . . . 

don't understand whether or not nicotine 


or not? 


A, what I said, very clearly, under what 

context are you using the word drug? And I will be 
glad to answer you. Give me a context. 

Q. Use your book, sir, and tell me what is the 
definition of a drug in your book? 

A. In context of this book, drug means any 
substance which is used for abuse. 

Q* All right. Is nicotine used for abuse? 
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A. JAMES GIANHINI, M.D. 


A . No . 


Q. Is nicotine used for pleasure? 


Yes. 


». Is nicotine capa^^le of being overused to the 

)ointk that it affects people^s perception or ability 


to f 1 




h^ not? 



i didn't make nicotine that way. 
te you ever been to a cigarette 


muf^tuirinq facility? 


rch one? 



Cr oa 


Niks 



was in Montenegro and I don't speak Serb or 
but it was in Montenegro halfway between 
id Titograd, 
i others?' 


A. That's it, 

Q, You've never been to an Anerican cigarette 

manufacturing facility? 

A. No, sir. 

Q. Have you done any research on cigarettes and 

nicotine addiction? 

A. Again, I don't accept that nicotine is an 
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A, JAMES GIANNINI, M.D. 

Q. What professional group? 

A. Janes Giannini, Incorporated. 

Q. All right. So it's your personal professional 

group? 

A. ^There were at the tine about 14 health 
profei^^ffi\als but it's not personal.^ 

Q. f^^e did the noney cone from in that health 

profesasis^al group? Where did you get the money to 
pay this research? 


iBeaEch, 


resea 



own income. We've set aside so much for 


much money did you set aside for 


MR. FOWLER: Object to the form of the 

ques tion.^ 

A. ksis^y^t was 12 years ago. I don't know. 

Q. ^li^er than that one time 12 years ago, how 
much did you spend on research since that time? 

A, It varies from year to year. 

Q. All right. Let's say in 1995, how much did 
you spend on research? 

A. I would have to check our . . 

Q. So you can't give me an answer? 

A. Only my office manager/accountant could answer 
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A. JAHES GIAHNINI, K.D. 

that. 

Q. In 1996, how much did you spend on research? 
A. Again, only my office raanager/accountant. . 

Q, 1997 thus far this year, how much did you 

spend, on research? 



A. have financial data with me. 

Q. f"D^Uf1yDU spend any money on research dealing 
with nicotine or cigarettes or smoking in the last 
three^^^^s? 

A . 



Q. right. When you did your study on 

cigar^^^-®^ smoking, nicotine and the like, what 
methc^^^^y did you use that is accepted within the 
scier^^^^ community in your professions as a 
medic||gta^ctor an« a psychiatrist that are generally 
accepted? 

MR. FOWLER: Object to the form of the 

question. 

Would you read that back for me. I 
didn't understand the question, I don't believe. 

MR. BECNEL: I thought I was speaking 

Croatian. 
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A. JAMES GIANNINI, M-D. 

Q. When? What year? 

A. Following year. 

Q. And what year would that have been, about? 

A. It probably was published somewher'e' jjetween 

'85 '87, the original — the published study so 

the one would be done the following year. 

^ you provided any equipment by tobacco 
rers or their lawyers or their foundations? 
sir. 

av^e you ever been provided any equipment? 
ot to my knowledge. 

e you had any of your fees paid for 
medical or psychiatric education on a 
g basis by any law firms or tobacco-related 
^s over the years? And I mean airfare, CME 
cost^^lB^el accommodations and the like. 

^ ^^^^nderstand. Mot to my best memory and 
recollection. 

Q. Okay. Do you agree that nicotine is a drug 
that causes addiction? 

A. I believe nicotine is a pharmacologically 

active substance that does not cause addiction, does 
not, 

Q. All right. Are you familiar with this book 
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h, JAMES GIANNINI, M.D. 

froiB Oxford Scientific Publications, sir, called 
Nicotine Pharmacology? 

A. I've seen that book. 

Q. All right. Is it accepted in the field -- is 

it accepted in the field of nicotine 
psych^^^^macoLoqy? 

A. f'X^w^uld say . . . 

MR. FOWLER: Object to the form of the 


. since it's such a small field, it is 
on't think the field is large enough to 
ed or not, 

ou agree with the methodology used in this 

MR. FOWLER: Object to the form of the 
quest ^g^^ Lacks foundation. 

A* ' this is not an experimental book, per 

se, so I can't comment. It's the use of the English 
language, that's the only methodology to which I 
could comment in this type of book, and they do 
write English quite well. 

Q. Are you aware that this book, in accepting the 
'88 Surgeon General's report, states that the 
600-page report incorporated the contributions of 50 
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A. JAMES GIANNINI, M.D. 

E:cieiiti&ts and more than 2,600 published scientific 
papter s? 

A. I may have been aware when I looked at it. 

Q. All right. Are you aware that this book then 

state(^that cigarettes and other forms of tobacco 
are; a<|^^^ive? 

FOWLER; Object to the form of the 

quest i g^^^ 

A. ^Wi^lieve that was the feeling of the authors. 
Q. ^^^disagree with this book then? 

HR. FOWLER; Object to the form of the 

A. ^^^rsagree with that statement in the book, 

Q. ^mHihe book. Do you agree or disagree that 
nicot^^^s a drug in tobacco that causes 
addic^^P^ 

MR.' FOWLER; Object to the form of the 

question. 

A. I do not believe nicotine can cause addiction, 

and drug depends on the context in which it is used. 
Q. So you disagree with both the Surgeon 
General's report as well as this book . . 

MR. FOWLER; Object to the form. 

Q. ... in that statement; is that correct? 
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A. JAKES GIANKINI, M.D. 

MR. FOWLER: Hold on, Doctor. Object 
to the form. Out of fairness, you should show the 
witness a copy of the book that you're reading from 
BO he can assess the ... ‘ ; 

MR. BECNEL; I just did. 

MR. FOWLER; Where -- I^mean, show him 
yjge you're reading from is what I'm talking 


MR. BECNEL: I just did. I thought he 
g at it. 

THE WITNESS: No, I didn't . . . 

Q- It nicotine is a drug . . . 

A, r eyes are better than mine. Thank you. 

Q. ^ ^alt nicotine is a drug that causes 
addi- L Do you agree or disagree with that 
etat li 

A. ■ i""BiBagree With that statement. 

Q. Look at number three and read it so that I 
don't misstate it and tell me whether you agree or 
disagree with that statement? 

A. You would like roe to read it out loud? 

Q. Yes, please. I think it would save time. 

A. It says "The pharmacological and behavioral 
processes that determine tobacco addiction are 
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A. JAMES GIANNINI, K.D. 

E’.imilar to those that determine addiction to drugs 
such as heroin and cocaine." 

Q. Do you agree or disagree with that statement? 

A. I disagree with that statement. 

Q. you disagree with all three statements made 

both Surgeon General^s report^ the 600-page 

repor^^^^d in the book called Nicotine 
psych^^^^macology; is that correct? 

A, more accurate, I disagree with these 

conclLBl^ns. 1 don't necessarily disagree with the 

^tir^Sook. 

Q, pT^^ou disagree with their methodology? 

A. - - I disagree with the conclusions -- well, 

whic]nf%o^ are we talking about? 

now. 

A. not talking about Surgeon General 

anym<^^^^ ' ' 

Q. No, this one. We already covered surgeon 
Genera 1, 

A. In part. Some of their methodology I think is 

fine and some of it I do not. 

Q. All right. what methodology do you disagree 
with? 

A. Okay. It's been a while since I looked at 
JAMES DeCRESCENZO REPORTING 


http://legacy.library.ucsf.ed U£tiidihp-O^ap§//0ffiltvw.industrydocuments.ucsf.edu/docs/zkxl0001 


52601 1106 







96 





1 
2 

3 

4 

5 

6 

7 

8 
9 
0 

} 11 
12 ^ 

13 

14 

15 

16 

17 

18 
19 
:0 
21 
22 

23 

24 


A. JAMES GIANNINI, M.D. 
that book. I would need to review it again. 

Q. So you can't tell me here today what 
methodology you think would be more acceptable in 
the field of accurate scientific knowledge in your 
field^of study? 


A. 


^ that wasn't the question. -.The question 


you apk^^lme is the methodology in this particular 
book 4 ^d.J[ said it's been a while since I read it. 

I rea :s of books. I can't remember the types of 

fies used in every book. Some people can. 


you read the portion of this book that 
nicotine addiction? 
y have. 

Do^ou recall whether you did or you didn't, 


Ian say I'may have, I skimmed every 
chapter. Whether I read that chapter I do not know. 
Q. Do you agree or disagree with the people who 
had this part of the book peer reviewed in terms of 
any of their qualifications? 

MR. FOWLER; Object to the form of the 

question. Assumes facts not in evidence. It's 
vague. 
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A. JAMES GIAHKINI, H.D. 

A. One assumption I thinX is erroneous, with all 
respect, is there was never in that book that it was 
peer reviewed. In fact, very few multi-authored 
texts are peer reviewed. ' ..iving edited more than 
several books which are multi-authored texts, we 
don't^^^r review. The editor reviej/s and generally 
allovis'^‘h|ings to pass in a book that cannot pass in 
an a r c jje . in a book we allow opinions, 

phil(^i6^^^ical and ideological points of view which 
we w<^^^^not allow in an article. And I'm assuming 
nc^^^^re is no caveat that this was peer reviewed 
at^^^as not, in fact, peer reviewed. 

Q. you familiar with the new regulations 



conc?^^»-i>4^g the carcinogenesis of animal studies as 
rela i-ed j o humans noW7 . 

MR. FOWLER: Object to the form of the 

gues^^^l^ 

MR. KLEIN: Also objection. Beyond the 
scope of his report. 

MR, FOWLER: And, exactly, beyond the 
scope of his expertise and report. 

Q. You can answer. 

A. I don't hold myself out to be an expert in 
oncology, so I'm not ... 
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A. JAMES GIANNlNr, M.D. 


record. 


BY MR. BECNEL: 



Dr. Giannini, I am looXing 
Excuse me, it's Giannini. 
giannini, I apologise. 


12 r 


A. ^Wf^gave it a French name. 

Q. . I'm looking at your opinions and you 


state^h^ there is no credible clinical comparison 
betwe^^^Plioking addiction to cocaine, heroin and 
alcoh^^^^d cigarette smoking. Why do you make that 


, sir? 


A; it on the basis of symptomatology, when 

one i^^^toxicated, and in the case of either heroin 


or c< 


je, I make it on the basis of tolerance and 
fto utilize ever increasing dosages as 


fina^p^allow. And I make it on the basis of 
seve^^^of withdrawal symptoms. 

Q. All right. Is that an accepted methodology? 

A. That is an accepted methodology. 

Q. And what -- who basically would you consider 
peers in the field that would accept that 
me thodology? 

A. That methodology has been accepted in writing 
this book Drugs of Abuse and all just my ongoing 


JAMES DeCRESCENZO REPORTING 


http://legacy.library.ucsf.edij;jtid/hgrO7^aOO/(ji30Hiv.industrydocuments.ucsf.edu/docs/zkxl0001 




100 

A. JAMES GIANNINI, M.D. 

scholarly research for writing or just personal 
education or lecturing. That methodology is applied 
in every situation, just about, in the English 
language excepc in the study of tobacco and its 
effects. 


Q. 



bright. Vou also state that it is -- that 


cigane1^e| smoking is a voluntary activity. Why do 


you J^ at, sir? 

A. knowingly make a decision to smoke. 

Peop ■^^^^owingly and voluntarily make a decision to 
>nti^e tmoking. And people can and do make a 
feci^^^Nto quit smoking. 

Q. "''^41 right. Do you feel that marketing plays 



any n^TB^in the choosing of smoking and nonsmoking 
by i ^i gjduals? 

MR. FOWLER: Object to the form. 
Outsfe^^;he area bf expertise and designation of 
this witness. 

A. I don't have any courses in advertising or 

marketing. I can't respond. 

MR. KLEIN: I'd also like to object 

that none of the plaintiffs have testified in this 
case that they relied on any advertising in 
connection with their smoking behavior. 
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A. JAMES GIANNINI, M.D. 

Q. When you say smoking is characterized as a 
ritual, what do you mean by that? 

A. Well, in smoking, a number of processes must 
be initiated. They must be initiated in sequence 
and t^y're initiated repetitively each time a 
perso^^^rakes, thus establishing the-ritual. 

Q. f^-^ou consider tobacco to be universally 
accep ^^^^ s a form of drug dependence in which 
nicotta^s a critical abuse-producing agent? 

ilieve the use of tobacco involves many 
k involves taste, ritual, tactile 
heat, smell, and a variety of other 
well as pharmacological. 

[ou think personality has any influence on 
an individual to determine whether he's more prone 
or uo fejs^E^ ne to smoke? 

A- ^^^ainly personalities determine utilization 
of various activities and recreational occupational 
pursuits. 

Q. What do you consider the key motivation for a 

person to determine whether he wants to smoke or not 
smoke? 

A. 1 think the level of behavioral science is 
such that we have not been able to isolate a key 
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A. JAMES GIAKNINI, M.D. 

determinant. 

Q. Do you agree or disagree with the 1964 Surgeon 
General's report that people who tend to live faster 
and more intensively tend to smoke? 

A. .Well, there is some evidence that this night 
be triii^^^t it is not overwhelmingly--proven. 

|ou would disagree with that report of the 
i- of the Surgeon General? 
il wouldn't disagree. I think there is 
ince that that report may be correct, but 
i^^inly not subtle science. 

'ou think any of the reports since that 
time ^^^Jbocome accepted science in terms of peer 
r e V i e^tt~~4 e s e a r ch ? 

MR. KLEIN; Object. 

papssd MR. FOWLER; Object to the form. 
Surge^^^^neral rbports? 

MR. BECNEL: Yes. 

A. All right. I don't understand. When you say 

they become subtle science for peer review, I 
honestly don't understand. 

Q. All right. In terms of the Surgeon General's 

report dealing with people who live faster or more 
intensely, do you feel that those two personality 
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h. JAMES GIANNINI, M.D, 

aspects of an individual has been proven by peer 
review scientific study from '64 to the present? 

A, 3 think I understand you now. certainly some 
articles and some research paradigms indicate that 
this ||Ay be true but, again, it's not been, at least 

my it's not been proven. 

r' 

Q. LD^^^ ou consider that people who have 
depre^^^ are more prone to smoking? 

A, , when you say depression, do you mean the 


sympt^^^^ the disease depression? 
oth. 

h. right. So we're saying people who are 

depres^^^ for a variety of reasons and people who 




are cteprl^sed because they have a Tc\ajor depression? 


Q. ^ ^ correct. 

A. right. Certainly there are some data 

whic^^^^icate th^t this might be true. There is a 
some data there seems to be an association, but 
we don't know if it's a dependent association. 

<J. Are you aware that cigarettes is the most 

heavily marketed consumer product in the United 
States? 

MR. FOWLER: Object to the form. 

Assumes a fact not in evidence. Also beyond the 
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A. JAMES GIANNINI, M.D. 
witness' expertise and designation. 

A, I'm not sure whether that's an accurate 
statement or not. I can't comment. 

Q. Are you familiar with the Federal Trade 


Commission? 


i heard of the Federal Trade Commission. 

■( 

^ou think that they have the ability to 


know v^a^is spent on marketing? 


found! 


MR. FOWLER; Objection. Lack of 


do not know the inner mechanics of the 


^ider^OT^ade Commission. 

Q. were to tell you that the Federal Trade 

Commi^^i^ estimated that $3.25 billion was spent on 
marke ^^g|J cigarettes, let's say in 19B8, would you 

nformation to agree or disagree with that? 
A. ^^b^)uldn't independently verify. 

Q. Do you know of any drug of abuse, including 
nicotine, that is marketed in that fashion? 

MR. FOWLER: Object to the form of the 


question. Assumes facts not in evidence. In fact, 
assumes facts contradicted by the witness. 

A. All right. I do not, as again. I'll restate, 
I do not feel that nicotine is a drug of abuse. It 
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A. JAMES GIANNINI, M.D. 

is generally accep-ted that alcohol is a drug of 
abuse, and alcohol is heavily marketed in all its 
forms throughout the world. 

Q. Can you tell me whether or'n-t psychologists 

have models to determine whether people are 

more or not prone to smoke? 

A. [B^m^ psychologists have used models, that is 
corr e^^^^ 

Q. you ever used models to make that 

deter^^^^ion? 

ko, sir. 

you familiar with any of the models that 
used? 

read models, 
ion? 

|e read them. I'm not sure if that 
familiarity, but I've read of the models. 
Are you familiar with the Office of Smoking 
and Health? 

A. To my knowledge, there -- such an office 
exists. 

Q. Pardon? 

A. Such an office exists, to my Knowledge, within 

the American federal government. 
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A. JAMES GIAHNINI, M.D. 

Q. Is that with the CDC, Centers for Disease 
Control? 

A. I don't know. I just know it's part of the 
structure. 

Q. you ever done any research into the 

Offic^^f Smoking and Health of the CDC? 

f“.v 

A. Ljtjj^^J sir. 

Q. familiar with any of their articles 


that 
A . 


A . 

Q. 

A . 

9 0 ' S 
name 
Q. 


rW^ublished? 

reports that are published? 
^^^^rts, yes, sir. 
you? 


I'vfe seen some report, it was published in the 


jat office or something with a similar 


Q. you see'" the report that the CDC published 

in 1991 that stated one out of every six or seven 
deaths in each year is a result of cigarette 
smoking? 

MR. FOWLER: Object to the form of 
question. Again, it's beyond this witness' 
expertise and designation. 

Q. Okay. You can answer. 
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A. JAMES GIANNINI, K.D. 



A. I don't know if I saw that. I've only seen 

one product from them and I'm not sure that's it or 
not. 

Q. Are you aware of why people who know that 
there'^a high risk of health effects associated 
with don't stop smoking? 

MR. FOWLER: Object to the form. Go 
ahead '^ndJanswer. 

A, Please state that again. I think I 

under^^^rt what you're saying but l need it again. 

BECNEL: Why don't you read it. 

(The pending question was read by the 


court Te.pc>rter. ) 

hr. FOWLER! Same objection. Go ahead 

and a ^sw^ . 

A. ^Bfe^^ head and answer. These people make a 
decis^^^^ased on^ facts which are unique to their 
personality, life experience and genetics, other 
factors. 

Q. Does race play any role? 


SWJ I 

21 

A. 

Racial 

composition seems 

to play a role. 

2 2 

Q. 

Ethnic 

composition? 


23 

A. 

Ethnic 

-- in America? 


24 

Q. 

Yes . 
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h. JAMES GIANNIKI, M.D. 

A. Yes, ethnicit.y seems to play a role. 

Q. And gender? 

A. Gender seems to play a role. 

Q. Has smoking been linked to rebelliousness, 

impul^veness in adolescents in deciding to smoke or 

not t^^^ke? 

r" 

lejword before was valuelessness? 


I I think I used impulsiveness, 
the word before. 

|ei I 11 iousness . 

Rebelliousness. 

MR. FOWLERi Object to the form and, in 
^r, the use of the word linked. 

never been established, Linkage implies 
effect. It's never been established 
I cause and effect. Is something going on? 
is there a relationship? Maybe. Do these 
groups who share these characteristics seem to smoke 
more often? Most studies, but that does not 
establish linkage. 

Q. Does education or socioeconomic status play 

any role in those people who decide to quit or not 
to quit smoking? 

A, After they've initiated? 
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A. JAMES GIANNINI, M.D. 

Q. After they've started smoking. 

A. It seems to do so. 

Q. So the more educated you are and the higher 
socioeconomic status you have in society, those 
peopl^k, are more prone to be able to quit smoking 
than with less of those qualities? 


r: 


HR. FOWLER; Object to the form of the 
If you can answer the question, go 


quest; 
ahoadH^ 

A. don't know if they're more 

ne^^We know that based on life factors, 
de'ter^^^^ts, that people of higher socioeconomic 
statu^ ^^^ education make a decision to quit at a 
highe ^T ^e. That's all we can say given the data 



we noifessfei^e available to us. 

Q. do you think influences that decision? 

A. things that influence this decision are 

life experiences, socioeconomic status, education, 
choice of an opportunity to indulge in a variety of 
alternative pursuits, ability to receive both 
calming and excitatory activities in other arenas. 
Q. Are you familiar with stress and relapse in 
terms of people who attempt to quit smoking? 

A, Stress is a concept. Relapse is a concept. 
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A. JAMES GIANNINI, M.D. 

Q. Are you familiar with that? 

A. Yes. 

Q. Do you have an opinion concerning stress in 
terms of its relationship to people who stop smoking 
or dgr't stop smoking? 


usef i 


parts 


^^ t is your opinion? 

^opinion is that people find smoking to be a 
^^tivity at times of stress, 
is that? 

Because depending on the stress and what 
Wir effect of a cigarette is employed, 


cigar^n^es can be mildly calmative. Sometimes the 
stre^i™irB a stress towards what we call a production 
stre^^t^ and tobacco has several useful 


char^i^^^istics, It can increase one's ability to 
reta^^^^d enhance a short-term memory. It enhances 
concentration and ability to fix or focus upon a 
certain datum. 

Q. Do you feel that most people begin smoking 

before adolescence or at about adolescence? And 
using an age range 13 to 16. 

A. Do I feel? 

Q. Or does your research or your looking at the 
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A. JAKES GIANNIHI, K.D. 

subject in terras of what you have studied lead you 
to any conclusions? 

A. And when you say "begin smoking," you 



Q. ^Initiate the first cigarettes between 13 and 



^ 12 


A. i..l^|^ ed on what I've read, a large number 
iniheir first cigarette in that age range. 

Q, ^^^there any reason why younger people, 13 to 
16, begin smoking? what are the reasons, from 


our^Meld of specialty, that they start smoking? 


HR. FOWLER; Object to the form of the 
questl^^. It may be outside, in some respects, this 
wi trte^W^^ area of expertise and designation, but go 

answer the question to the extent you can. 
MR. BECNEL; And I'll limit it to his 


fie^™ specialty. 

MR. FOWLER: Okay. 

A. This would be based on more of epidemiological 
studies. I really don't have enough training or 
education to respond. 

Q. Can you tell me, sir, whether or not you know 

that there is more prevalence for that age group of 
males to start smoking or females? 
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A. JAMES GIANNINI, M.D. 

A. More prevalence, that's . . . 

Q. Meaning the 13- to 16-year-old group, the 
first time they start to smoke cigarettes, is there 
a higher incidence of people who begin smoking in 
male populations or female populations? 

A. . Studies are confused, -Initially it was 


males|. "ir lere's some evidence to be it is now 


^t it's not conclusive. Other studies say 
-te. 

you familiar with the 1989 study by the 
)a'!i:tnent of Health and Human Services at page 
14 that says every year since 1977 the 

of daily smokers among female high school 
:eeds that among males? 

A. As said earlier, many studies show that but 
not ^ifefcasa^ ne agrees with it. 

Q. do you' agree or disagree with that? 

A. I have not the training nor the resources to 

independently verify. 

Q. Do you have any information concerning whether 

research data shows that women have lower rates of 
quitting smoking than do men? 

MR. FOWLER: Could you read that back. 
(The pending question was read by the 
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A. JAMES GIANMINI, M.D. 
co\irt reporter.) 

MR. FOWLER: Is that question as of the 
date of the publication of the book you're reading 
out of? 


MR. BECNEL: As of any date, 
is probably impossible to-answer because 
ies use a variety of definitions, a 
criteria. So they're really not 
and you can't say one -- that's something 
^ficult to ~~ difficult when you get into 
a 1 studie s. 

o^ nicotine addiction or cigarette addiction 
have an^hina to do with weight gain or weight 

MR. FOWLER; Object to the form of the 
It assumes facts not in evidence. in 
;b are contradicted by the witness, and it 
also is compound asking two different questions. 

Q. You can answer. 



MR. FOWLER: If you can. 

A. I have difficulty answering it because as I 
have testified, cigarettes are not addicting. 
Nicotine is not addicting. So the premise makes it 
impossible for me to respond to the question. 
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A. JAMES GIANNINI, M.D. 

VIDEOGRAPHER; Excuse me, counsel. We 
need to take a break to change tapes. This 
completes tape number one. 


(A discussion was held off the record.) 
VIDEOGRAPHER; We're now back on the 


recor<|^ This commences tape number two, 
BV MRLXliNEL: 


9 facto! 


^ou believe that stress plays an important 
i determining whether a woman quits or 


doesni'l3qyit smoking after making an affirmative 


that she's going to try to quit smoking? 



MR. KLEIN: Objection to the form, 


13 It's a‘"^ypothetical not in evidence. 


? people smoke to relieve response to life 


15 strci 


16 caus^ 

17 smok^^ 


J. This relief is one of the factors 
ieople to make a conscious decision to 


Do one's peers tend to influence whether a 


19 person smokes or not smoke? 

20 A, Is that a question? 

21 Q. Yes, 

22 A. Certainly ritualization and socialization are 

23 one of many factors. And peer peer response is 

24 part of a socialization factor. 
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A. JAMES GIAHNIKI, M.D. 

Q. Have you reviewed any studies dealing with 
people who try or attempt to quit smoking when a 
family member, husband or wife, continues to smoke? 


What do the studies show in your field of 



spool 


A. I , it's partially predicated by ethnicity. 


There an interesting study, they compared 


Creel 


rks, Bulgarians and Romanians. Romanians 


did well. Bulgarians and Turks did not 
it^^Sns that ethnicity may be important. 


^ does the factor that a person within one's 

familet's talk about the United States, 
one' ly member continues to smoke while one 

trie a to^ top smoking, does that have any reason for 
succ ^si^^ r failure rates of whether or not they quit 


smok j 


HR. FOWLERS Object to the form, 


A. It seems to be a contingent variable. There 

are -- it is a variable, then there are other 
variables which impacts enough variables, as I 
understand research designs, are in play that it 
cannot be isolated. 

Q. Have you ever heard of a model used called the 
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Health Belief model? 

A. 1 don't remember the label. 1 may have heard 

of the model, 

Q. Are you familiar with the rates of smoking 

amonc^Native Americans or Indians? 


MR. KLEIN; Objection. -To my 


knowlie'l^'ei, and I understand you just got into the 


plaii 


I'm not aware that any of the named 
Is are Native American in this case. 


Q. : Cjka^y. You can answer. 


didn't memorize that, no. 



Q, ^^^you know from your general knowledge, sir, 
whet^^^Shere are higher rates of smoking between 


certaincypes of ethnic Americans? 

MR, FOWLER: Object to the form. 


ethn; 


|is my understanding that certain non~inixed 
?oups have higher rates than other non-mixed 


ethnic groups. 

Q. Do you know why that is? 

A. Some hypotheses. No one knows. 

Q, Have you done any studies concerning various 

ethnic groups in the Philadelphia area, Italians, 
Germans, Jews, Hispanics, Caucasians, African 
Americans? Have you had any familiarity with those 
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A. JAMES GIANNINI, M.D. 

various groups as to whether or not there is more 
prevalence or less prevalence of smoking among those 


groups ? 


KR. FOWLER; Object to the form. It's 


comple^, a little vague to me. If you can 
under^^rvd the question, go ahead and answer it. 

r' 

changed the question as you 


rest a 



cally what I want to know is knowing that 


the Ropbl^tion, and let's use, first of all, 


^ila^^^phia area, are you familiar with the 

from the Philadelphia area in terns of 
its c characteristics among populations who 

smoke^Tn^ don't smoke? 


MR. KLEIN; Objection to the form. How 
do y<p^i^fine Philadelphia area? 

MR. 'becNEL: Greater metropolitan 


Philadelphia. 


MR. KLEIN: How do you define that? 

MR. BECNEL: That's just what 1 did 


The greater . . . 


MR. KLEIN; What counties do you 


include in that area? 


MR. BECNEL; Just what I said 
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A, JAMES GIANNINI, M.D. 


■ir- \ 


MR. KLEIN: That's what I thought. 
The greater Philadelphia metropolitan 



A. I have studied . , . 


,. under its enumerated districts as called 


for under the Census Bureau. 



becai 


MR. KLEIN: I would object to that 
le greater Philadelphia area includes parts 


of New J^eey and Delaware 



MR. BECNEL: That's why I used the 


ura^^ted districts. 


HR. KLEIN: Excuse me 


which, as 


far ais^^^ know. is not part of this lawsuit. 


used 



MR. BECNEL: All right. That's why I 
enumerated districts. 

MR. FOWLER: Do you know what the 


enumerated districts are? 


THE WITNESS: No. 


MR, FOWLER; I mean, I don't know how 
you can answer that question. If you think you can, 


go ahead 


MR. KLEIN; Let's go off the record for 


a second because I don't want to clutter the 
record. 
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A. JAMES GIANNIKI, M.D. 

VIDEOGRAPHER; 1:33, pause. 

(A diEcusslon was held off the record.) 
VIDEOGRAPHER: Please proceed. 

BY MR. BECNEL; 

Q. ^4;^! right. Using the term city of 
Philac^^^^ia, the boundaries of the c'ity of 
P h i 1 a ( miaaJia a 

MR. KLEIN: Then I'd object on the 

basis that's not the class definition of this 

case. ^ I j 

MR. BECNEL: Okay. 

A. past, 1 have done an ethnic analysis of 


approxi^^^ely five years ago of the city of 
Philac^l^ffia looking at all major white ethnic 
group^^^s Asiatics general, Indian Asiatics, 
Nativ^^^W^ricans, blacks, and mixed race. 


Q. *TW‘'^hat purpose? 

A. Publication. 

Q. For what purpose? 

A. To write a book on ethnic psychiatry. 

Q. All right. What did your book on ethnic 

psychiatry show? 

A. My partner died so it never got written. 
Q. Who was your partner? 
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A. JAMES GIANKINI, M.D. 

A. Robert H. Liselle. 

Q. And so you were able to reach any conclusions 
with what you did as of the time? 

A. No. He was diagnosed as osteosarubma and, of 
cours^ that is a death sentence and he lost, of 
cours^^nterest in the book. 

Q. . Do you have any information in the 

state^^^^^ennsylvania concerning the same subject, 
do yo^^^^e any research, data, personal knowledge? 

In 1974 I worked for Dr. Liselle when he 
s mj^^rofessor, and prior to my internship I was 
chie f^^^y arch assistant for the Pennsylvania 
Gover^^^sS Justice Commission Study on nonviolent 
sexuslL. cj?ime, and one of the things we looked at was 
the makeup of the Commonwealth of 

nia . 

what diS that show, sir? 

That showed that there were different 
attitudes towards nonviolent sexual activity as to 
whether it was viewed by different ethnic groups 
within the Pennsylvania family as to the 
appropriateness, morality and legality of nonviolent 
sexual behavior. 

Q. Is there any difference between people who are 
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A. JAMES GIANNINI, M.D. 
employed or unemployed who smoke? 

MR. FOWLER: Object to the form of the 

question. 

A. How do you mean different? 

Q. there any rates, percentage of populations 

who a|^^^ployed as opposed to popul-ations who are 

r' 

unomi ^g ^^a who have either a greater or lesser 
prevailof smoking within that definition? 
e seems to be. 

what is -- what does it show? 

^^seems, and all data are not consistent, 

loyed have a -- smoke more cigarettes per 
’employed, but this is not true for certain 
^ification, nor is it true for the semi- 


A. 

Q. 


That 

day 

job 




Q. you familiar with the United States 

Depaj^^ffit of Defense concerning military personnel 
who smoke and don't smoke? 

A, I'm familiar with the Department of Defense. 

Q. Are you familiar with their studies on the 

prevalence rate of smokers and nonsmokers within the 
U.S. military under the Department of Defense? 

A. I'm familiar with some studies. 

Q. And is there any relationship between officers 
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A. JAMES GIANNINI, M.D. 


and enlisted personnel? 

A. There's not a relationship between officers 


In terms of smoking prevalence, 


ay. There's a difference. 


Q. P^at is the difference? 

A. ^^Hcers tend to smoke less except for certain 
specij^^^d officer groups. 

Q. tend to be able to quit easier than 

do es personnel? 

MR. FOWLER: Object to the form of the 

quest^ion.: I don't know how he would know what's 


easier 


what's more difficult in that class. But 


if answer the question, go ahead, 



o f f i ( 


w few studies that cover that showed that 
4nake a decision to quit and that there are 


factors*?© reward*^ of ficers for quitting but there 
are not factors that reward enlisted men. In fact, 
this study was then repeated in Denmark end Norway. 
The Denmark study was then applied to NATO European 
troops showing officers quit because officers are 
rewarded both socially, in terms of promotion, in 
terms of command, staff command jobs which are 
necessary for promotion to the level of colonel or 
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A. JAMES GIAHNINI, M.D. 

higher. This is basically what the study showed, 
the officers are rewarded for stopping smoking, 
whereas, enlisted men have no comparable reward 
structure. 

Q. ^Are you familiar with the smoking prevalence 
in teKs of percentages of adults aged le and older 
who sli^ I in Pennsylvania? 
sir. 

D^^ ou know approximately how many people, 
in 1982, in Pennsylvania smoked? 
ff the top of my head, no, I don't know. 

you know about what percentage of people in 
ennsylvania smoked? 

A. say that I did not memorize the smoking 



percp^^^es for any year. 

Q. you have an approximate range of what 

percent^e of the' population smoked, let's say from 
the 80' B to 1997? 

MR. FOWLER: Again, for Pennsylvania? 
MR, BECNEL: For Pennsylvania. 

A. Since I don't know, I'd prefer not to guess. 
Q. Do you know who keeps those statistics? 

A. Yes. Approximate statistics are kept in 
Harrisburg. Also, a separate set of statistics are 
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A. JAMES GIANNIHI, M.D. 

)<ept by some federal government agency also. There 
are two sets of stats. 

Q. Are you aware that the Centers for Disease 
Control keeps those statistics? 

A. Neat's some federal agency, I don't know which 

Q. you aware that the United States 

r“ 

Depar^^^; of Health and Human Services keep those 
stati^ 

A. aware that It's a government agency. 

|aj^ you ever inquired of either of those 
snts as to the prevalence in terms of 
percCht"a^e of people who smoke in the state of 
Pennsy^^nia? 

A. L„NoJ 

I 

Q. you know whether or not smoking has 

incr^^^l since the I900's to the present time in 
the of Pennsylvania or decreased in terms of 

percentages of population? 

MR. KLEIN: Objection to the form. 
What's your start date? 

MR. BECNEL: 1900. 

MR. KLEIN: From 1900. 

MR. BECNEL: To 1997 in terms of 
percentages whether it has increased or decreased. 
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A. JAMES GIANHIHI, M.D. 

MR. FOWLER; Or increased and 

decreased. 

MR. BECNEL: Or either way. 

A. Based on research that I obtained through ray 
Congr|g^sEman, it is a multiphasic curve. 

Q. ^nd'what does it show? 

a multiphasic curve, 
e^ , tell rae, what does it show? 

, I just told you, 

, tell rae what does it show in terras of 


A . 

Q. 
A . 
Q. 


cadfl^, 1900 to 1910, 1910 to 1920? 



■e are periods of increase, periods of 
jother — there are other periods of 
There are at least three peaks and at 
se troughs. 

what statistical data that you have that 
Ion that you know that that is peer reviewed 
or government accepted statistical data? 

A. That came from my congressman and it's from a 
government agency. 

Q. What is it called? What government agency? 

A. If I still have it, I would have to check. 

Q. You don't have any information on it? 

A. y es. 
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A. JAMES GIANNINI, M.D. 

Q. I mean, you still maintain that information? 

A. I may have it or I would just check with my 

Congressman from where was that obtained, or from 
his staff, not the Congressman himself. 

Q. Niave you ever reviewed the 19B7 Economic 
Repor^to the President, Ronald Reagan, of the 
econo ^Jl^/^ dvisors in terms of its report on smoking? 
A . sir . 

Q. know what it recommended? 

A. sir. 

^^^re you aware that it categorised smoking as 
ist avoidable risk to the health and safety 
in society than any other cause of death or 
in the United States? 

MR. FOWLER: Object to the form of the 
Out of fairness to the witness, you 
shoul^S'^^'s^ibw him what you're reading from. 

MR. BECNEL; Just What I said, the 1987 
Economic Report to the President, Ronald Reagan, on 
his council of economic advisors. 

MR. KLEIN; You saying it doesn't mean 
you're showing it to him. Thank you. 

MR. FOWLER; You weren't reading from 
that study he was just referring to, you were 



quest! 
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line quote. 


A. JAMES GIANNINl, M.D, 


THE WITNESS: No, I just read the five- 


MR. KLEIN: We should identify for the 


recorcWwhat the witness was shown, the name of the 


book. 


HR. BECNEL: He was shown a Medical and 


Public ^Sj^^ th Implications of Tobacco Addiction. 

> MR, KLEIN: My only point is we should 
know t^^^itie of the book that appears for 



MR. BECNEL; Well, you can do that. 
You ca n^^^ that any time you want. When it's your 
turn, nJxMo^can ask him what he read. 


MR. KLEIN: I just think for the record 
it sht^^^^be complete as to what you were showing 


the wxtn^s. Otherwise, the record won't be 
complete and we won't be able to know whether 
there's an appropriate objection to make for the 
judge to rule on. How, if you're saying you refuse 
to say what book you just showed the witness, please 
say that, 

Q. You can answer the question. 

MR. KLEIN: Excuse me, sir, are you 
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A. JAKES GIANNINI, M,D. 

refusing to show -- are you refusing to identify for 
the witness what book you were showing him? I want 
the Court to be able to know that you're refusing to 

4 / 

do that, 

MR. BECMEL; Counsel, I quoted directly 
from I^^^Economic Report to the Prei^'ident, Ronald 


MR. KLEIN: Well, I'm sitting in this 

roDTO,^^^^, and you are not reading from that report, 
you e^^^^eading from a textbook in which I don't 
low M^at' is in there. And if you won't identify 
*v?hat textbook is, which may be hearsay or may 

not think we're entitled to know what is in -- 

what you're reading from. 

Q. right. You can answer the question. 

^8S8s|8rf MR. FOWLER: I mean, you can go ahead 
and the question with the understanding that 

counsel's concealing the identity of the book he's 
reading from and it's certainly not the report that 
he purports to quote. 

A. Okay, And the question is now? 

(The pending question was read by the 
court reporter.) 

HR. FOWLER: Object to the form of the 
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A. JAMES GIANNINI, M.D. 

question for all the reasons previously stated. 
It's also hearsay and from an unidentified source. 
Q. All right. You can answer. 

A, To the best of ray recollection and memory, l 


remembe^r it being discussed in news magazines to 


whichri nubscribe. 


Q. 

A, 

Q. 




never read the report? 
is correct. 

“dF^ou agree or disagree with the conclusions 




read, that cigarette smoking was the 
l-eat^ilt cause of injury and death in the United 
StatesfBom any other types of disease sources? 

MR. FOWLER: Object to the form. It's 
not Chand ing the question, it's eliminating key 
pasB^ggpi^from the phrase and still just hearsay. 

Q. car, answer. 

MR. FOWLER! It's also beyond the 
experience and --I'm sorry, the expertise and the 
report of this witness. 

MR. KLEIN: And also it was asked and 
answered, many questions along that line, earlier. 

MR. BECNEL: Counsel, up to this point 
1 assume both of you represent the same defendant? 

MR. KLEIN: No. You assume 
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A. JAMES GIANHINI, M.D. 
incorrectly, sir. 

MR. BECNEL: Okay. Well . . , 

MR. KLEIN: In part. And also, the 
case Management Order says that two people may 
defend, the deposition. 

MR. BECNEL; I have no problem with two 
peopl b^jit not two people making the same 

MR. KLEIN; I didn't make the same 

objecftTf^s. 

MR. BECNEL; To take time from a 
limit^^^mount of time that we have because of the 
witnes^^'schedule that I'm trying to complete. 

Q. ' Let's answer the question. 

A. ■ Do I have an opinion based on -- that 

was j^^^^question, so we don't have to read it 
agaii^^^ 


Q. Yes. 

A. Well, without actually reading a report, I'm 

not sure that I have well, first I don't know 
what the full report says and how they made their 
conclusions. Secondly, I'm not sure I have the 
expertise to comment on the report without reading 
it in its entirety. 
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A. JAMES GIANMIHI, M.D. 

Q- As a medical physician and as a psychiatrist, 

do you believe that cigarette smoking causes lung 


cancer? 


MR. FOWLER: obje*c\,ion. Again, beyond 


the designation of the expertise of the witness. 


It's been asked and answered^ too, but go 

a h o a d f* 


'Ba^d on what I know, smoking may be a risk 


f actos 



Wright. Do you believe as a physician and 
^iatrist that it causes chronic obstructive 



HR. FOWLER: Same objection, 
that again. 




Chronic obstructive lung disease 

ccicrk~vinonfiS^ ^ 


MR. FOWLER: Same objection. 

A. ^^^id on what I know as a physician and my 
limited expertise in pulmonology and oncology, it 
may be a risk factor. 

Q. Is it a risk factor in causing stroke? 

MR. FOWLER! Same objection. 

A. Based on my expertise, limited expertise in 

this area, it may be a risk factor. 

Q. Is it a risk factor in causing cancer of the 
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A. JAMES GIANNINI, M.D. 

larynx, esophagus, ana the oral cavities of the 
mouth? 

MR. FOWLER! Same objection. 

A, It may be a risk factor. 

Q. K.|n ^terms of medical probabilities, sir, is it 
more ^^di'cally probable than not that it is linked 
to t ^b^fiXaivJ diseases? 

MR. KLEIN: Objection. Objection to 
the That's not the standard of proof in 

^enn^^^^nia, sir. 

^ MR. FOWLER! Objection. 

Q. answer. 

MR. FOWLER: Could you read the 



cc>u 



quefitiorr back, please, 

(The pending question was read by the 

iorter , ) 

MR. FOWLER: Object to the form of the 
question, particularly the use of the word link, 
undefined. 

MR. BECNEL: You can answer. 

A. A risk factor does not always imply or 

indicate linkage. 

Q. I asked you if it's more medically probable 
than not that cigarette smoking causes cancer of the 
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k. JAMES GIANNINI, K.D. 
larynx, oral cavity and esophagus? 

MR. FOWLER: Object to the form. 

HR. KLEIN: Object to the form. 

HR. DIETRICH: I'm going to object to 
that the extent that it's beyond the scope of 

this that medical monitoring isn't being 

r" 

Bougl^^^^r that in this particular case. 

MR. BECNEL: That'S exactly what 
raedii^^^onitoring is all about. 

MR. KLEIN: Well, let me . . . 

ou can answer. 

MR. FOWLER; Not in this case. 

MR. KLEIN; Not in this case. 

Q. right. You can answer the question. 

MR. FOWLER; If you can, Doctor, given 
your^^pp^rtise and obviously being beyond your 
desL^^^^on in this case. 

A. I have no expertise in oncology and vascular 

treatment and very limited expertise in pulmonology, 
and I don't feel that it is sufficient to respond. 

Q. Have you looked at any retrospective studies 

related to cigarette smoking and causes of cancer? 

MR. FOWLER; Object to the form of the 
question. Beyond his expertise and expert report in 
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h. JAMES GIANKIHI, H.D. 

t:hiB case. 

A. I've looked at studies retrospective in which 
risk factors between smoking and cancer were 
investigated. 

Q. ? ^1 r ight. What were the conclusions reached 
in th^studies you've looked at, that" is, peer 
revie\ 4&^yM iat is accepted by peer reviewed medical 
journ 


MR. FOWLER: Object to the form of the 
^or the same reasons previously expressed, 
[at question is compound, 
y?!^^ can answer. 

MR. FOWLER: If you can. 

A. authors found a relationship. Not all 

autho|^MI^und a relationship. 

Q. ^^^Sright. Are you familiar with secondhand 
smoke^^^^? 

A. In what context? 

MR. DIETRICH: Objection. 

Q. In any context. 

MR. FOWLER; I'm going to object to the 
form of the question. This, again, is beyond his 
expertise and beyond the canon of this case. 

MR. KLEIN: There's no claim relating 
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A. JAMES GIANNINI, H.D. 
to secondhand smoke in this litigation. 

Q. Vou can answer the question. 

A. Conceptually I'm familiar with secondhand 

smoke. 


Q. fliave you looked at a list of all of the 

t 

variofe's chemicals that are added to cigarettes that 


are dS 


■buted in the state of Pennsylvania? 


que- sta on. ; 



MR. FOWLER: Object to the form of the 


looked at a list of cigarettes that are 


strl^ited in the United States. 


:a 11<right. Have you looked at the list that 


are d^^j^ibuted in Pennsylvania? 

A. unaware that different chemicals are added 


to c 


tes in Pennsylvania than the rest of the 


Uni t< 


ites . 


Q. ' Air right. Is benzene one of the chemicals 
you looked at? 

A. Benzene is also naturally occurring in a 
number of vegetable products, including tobacco. 

Q. All right. Is benzene a known carcinogen? 

MR. FOWLER: Object to the form of the 
qu£-.stion. Beyond his expertise, beyond his expert 
report, and it's also undefined what kind of 
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A. JAMES GIANHINI, M.D. 
carcinogen, animal or human. 

Q. You can answer. 

A. To the beet of my knowledge, benzene is a risk 
factor in contact, that is, actually touching 
beng^^^^or inhalation of extra large amounts. 

Q. = Is^benzene known as a class A'^poison? 

MR. FOWLER; Object to the form of the 

on't have sufficient expertise in 
y to start classifying poisons, 
formaldehyde an ingredient in cigarettes 
and SeiSagbrette smoke? 

MR. FOWLER: Object to the form of the 
ques^oji^. It's compound. Are you talking about 



ciga^PPfes or cigarette smoke? 

Q, can answer. 

A. Formaldehyde is a natural product of -~ 
occurring in many vegetables, including lettuce. 

Q. Is formaldehyde a known carcinogen? 

MR. FOWLER: Object to the form. 

Beyond his expertise. Beyond his expert report. 

A. I still have insufficient expertise to respond 
to formaldehyde. 

Q. As an expert, sir, when you have insufficient 
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A. JAMES GIANNINl, M.D. 

information, do you usually consult with other 


experts? 


MR. FOWLER: Object to the form of the 


qdcJtion. Vague and broad. 

A. it's needed to solve a particular problem, 



this 



noth: 


ra\|e you consulted with any other experts in 


^ sir, 

^e you seen any medical reports other than 
6 you've named in the deposition in the 
^ concerning areas of toxicology? 


er than I used in my publications? 


• sir. 

i have made a statement that there is 
inherent about smoking that prevents a 




person from comprehending and weighing the risks and 
benefits of smoking and making the decision to stop 
smoking or not to stop smoking; is that correct? 

A. That is correct. 

Q. On what do you base that opinion in terms of 
peer reviewed medical literature, sir? 

A. I base it on a lifetime of education, 
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A, JAMES GIANNINI, M.D. 


training, residency, a career as a practitioner, as 


a busy practitioner and researcher with over 230 


publications in the field of psychiatry and 


pharmacology. 


5 ^So you base it on peer reviewed articles or 


your 


sjcperience? 



peer reviewed articles do you rely on in 


f ormu! 


ig your opinion? 


r, I read an average of three to four 



peer reviewed articles every year of my 


v;hen l^m writing books. l can't single 


out. 



“^ou can't name at this deposition one peer 


reviewed Article that you rely on; is that correct? 


MR. FOWLER; Object to the form of the 


quest; 


It's too broad. Are we just talking 


about this particular point? 


You can answer. 


Okay. Because 


MR. FOWLER: Be specific in your 


answer. 


Because of the large number of papers which 1 


review, it becomes somewhat difficult to isolate one 
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A. JAMES GIANNINI, M.D. 

of tens of thousands of papers read in a lifetime. 
Q. Can you tell me, sir, whether or not you have 
examined any patients in any of your previous 
association with lawyers, consultant^.' or tobacco 
indu^i^ry people since this started 10, 12, 15 years 


ago? p 


r" 


12 , 


MR. FOWLER: Objection. It wasn't 10, 
ars ago, and I think the question is 



vagu^^^^re you talking about just tobacco 

1 it i^^Sn? 


rou started working for them and you gave me a 

I 

t'hrei^^4^ period and you didn't remember exactly 
when^yoii^ started working for them; is that correct? 


A. f” •'Them" being? 



tobacco consultants or lawyers or the 


Q. 

I ' ■ 

A. lawyers^ Never the industry. The 

lawyers. 

Q. Okay. When did you start? 

A. Roughly '87, a little later, '89. 

Q. All right. Ten years ago? 

A. Eight to ten. 

Q. Eight to ten years ago. Can you tell roe 
whether or not you have seen any patients in any of 
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A. JAMES GIANMINI, M.D. 
the litigation which you have testified? 

A. No, I have not examined a patient. 

Q. At no time in any of your consultation with 

these lawyers have you ever examined a patient; is 
that |>£orrect? 

'■'5^_^ 


A ^ 

ft « 


corr< 


MR. FOWLER: Object to^the form, 
the best of my recollection, that is 


^there any reason why you haven't, sir? 

^as not asked to do so. 

re you licensed in Pennsylvania? 


how piong 



id you've been licensed in Pennsylvania since 


:ould guess between '78 and '80. 
you actively practice medicine in 


Pont^mnia? 

A. I'm not sure what you mean by actively 
practice. 

Q. Well, consult patients, see patients. 

A. 1 see Pennsylvania patients. 

Q. How often? 

A. When they drive to Ohio. 

Q. And how often is that? 
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A. JAMES GIANNIHI, H.D. 

A. SometiweB daily, sometimes 1 don't see them 

for a week. 

Q. How many patients do you maintain in your 

active practice, sir? 

A. FT^at 1 see personally or the entire group? 


Jo, you personally, 

^^ould guess over a thousand 


> what percentage of the patients that you 

{ 

5 

hvolved in litigation as opposed to 


non-1itidation matters? 



nder a tenth of a percent, 


fislinvolved in litigation? 


A. x^ t' s correct. 

Q. ^™A^ what percentage of your practice is 


see ii 


^with research and writing as opposed to 
^tients? 


A. ^^^ting varies, depending on book schedules. 
Research, sometimes it involves patient care so they 
tend to overlap. So it's hard to, because taking 
care of patients may also be part of a research 
protocol. 

Q. Have you ever been named in a malpractice 
case, sir? 

A, I've been named. 
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A. JAMES GIANNINl, M.D. 


K \ 


Q. How jiiany tiroes? 

A. They've all been dismissed or withdrawn so I 

don't have the number, three, four. 

< , 

Q. And what was the nature of the complaints 
a g a i yp u ? 

A. several of the cases I just-happened to be 

f:. 

lawyer, excuse me. I happened to 


be tl 


\ 13 


Ictor named because an intern, a nurse 


thou^t^ was on the case. The lawyer looked at it, 


^ent^^^^ers to everyone who was named on the chart, 
Jnd I was dropped out. I just -- I just was 

not iny^ ved in the case. 

Q. suits were filed by these individuals 

that L.nam ed you, did they specify what you did in 


theii 


A. i 



uplaint or their lawsuit? 


MR. FOWLER; Object to the form. 


Q. Or allegedly did? 

A. Allegedly did. Well, in one case, a woman 
thought that she had an illegal incarceration. she 
— how I got on it, she was scheduled to see roe for 
Workman's comp., had never seen me, I had never 
taken care of her, but she reroembered my name so she 
put everybody's name, and the lawyer dropped that 
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case. 

There was another case in which a 
patient died at Ohio state university. i was not on 
the case, had not seen the patient. - The patient had 
not nine for many years. Every --'and i was 

just^isted, had once seen Dr. Glannini. The 
f ami 


fhe father who's a ^udge apologized that I 
included and I was dropped immediately. 

There was another case, similar, a 
een in another city, I had been the doctor 
ars ago. Again, dropped from the case. 

Ai^ those are the only three? I think you 
ree. 

A- There's one mote case, an interesting 

cas4^M!^fellow sued me, said I had not warned him of 



theF^^Wf effects of a drug. 

Q. " WT^at was the name of the drug? 

A. Haloperidol. And I produced correspondence 
with the patient's attorney, copies were sent to the 
attorney, carbon copies of the letters 1 sent to the 
patient. These are all the side effects. Once the 
attorney said oh, yeah, these letters, he dropped 
the case, again, with his apology. 

Q. All right. So that's the only four? 
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A. JAMES GIANNIRI, M.D. 

A. That I can rewember. 

Q, All right. When was the last one filed? 

A. The last one was filed I believe last year and 

dismissed immediately. 

Q* y . Are there any pending against you at 

this ^^me? 

knowledge, none. 

Q. ever been reported to the medical 

socie^^^ssociation or regulatory agency that deals 
th ^^^Btigations of complaints by patients 
aii^^^physicians that's not a medical malpractice 
case*!^^^^ 

A. to my knowledge. 

Q • t p ■ • 

I 

MR, KLEIN; I'd also object. 1 mean, 
to t^^^^tent you're asking him about allegations, 
I'm sure’you agree anybody can make allegations 
about anything. 

MR. BECNEL: That's why I asked him 
that and I'm not implying anything for or against. 
This is a discovery deposition and I'm trying to 
find out . . . 

MR. KLEIN: But it's got to be designed 

to lead to the discovery of admissible evidence and 
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I think you're really going far afield with these 
questions and I object to them. 

Q. Can you tell me, sir, whether you hold any 
patents? 

A, » 


^hat patents do you hold? 

dfe:^|>ld a patent for use of Clonidine in the 


t rea 


of premenstrual syndrome, 


leji did you obtain that patent? 


^^^^lieve in the late BO's, maybe early 90 ^b. 
^ it still a valid patent? 

A. L WeO l, I really don't look at it but the patent 

attorn^^told me that when it's about to expire and 

up fq:r:,.,j£pnewal, he'll notify me, so I assume it's 

■ I 

stii:te^id. 


Q. right. DO you receive any residuals or 

royafti^ as a result of that patent? 


Q. What was the purpose for which you designed 
that or obtained that patent? 

A. It was designed to foster the use of this 
particular compound. The drug was already being 
manufactured generic, so I obtained a patent knowing 
that 1 would never obtain a royalty. 
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A. JAMES GIAMNINI, M.D. 

Q. In terms of working, have you ever worked for 
any of the drug companies? 

A. Pharmaceutical companies? 

Q. Pharmaceutical drug companies. 

A. 


'Which ones? 

r" 

hKline, I worked for their laboratory 
I worked for McNeil and the 
phariT^^^^feical division also at SmithKline. And on 
shc feaajJgKi^ rm basis, Merck Sharp 6 Dohme, I believe. 
^^_hj ave noticed that you have testified quite a 
igationj is that correct? 

MR. FOWLER: Object to the form of the 





A. 

Q. 



MR. KLEIN: Object. 

|on't think it's quite a bit. 

Well, in terms of your CV, without going 
through all of the times you've either been deposed 
or testified in a court case. Approximately how 
many times have you testified in an actual court 
case? 

MR. KLEIN; At trial, you mean? 

MR. BECNEL: Yes. 

MR. KLEIN: As opposed to a deposition, 
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A. JAMES GIANNINI, M.D. 

MR. BECNEL; Yes. 

It seems six, 

Six times in an actual court case? 

At least in the past four years, yes, sir. 
: av >. And in the past four years, each time 


you have been tendered as an expert,'“tell me the 





field p^^s^xpertise you have been tendered as. 


A. 

Q. 


j -^he Kurdilla, it was addiction 



Addiction of what? 
ine. 

I 

A. kJC^cuilorganstern, it was a compound case in a 
fitnes,s^^r custody plus use of a steroid, 

Q . right, 

A. ,^^^ers, tobacco. 

Q. right. And what were you offered as in 

that tobacco case for Rogers? 

A. Addiction expert. 

Q. All right. 

A. Malloy, I don't remember what Malloy was. 

Vrabel was a double murder with a specification, and 
I was, I believe, the court's expert, either the 
Court's or the prosecution's expert, and the case 
was both insanity and competence. There were two 
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A. JAMES GIAMNIKI, H.D. 

separate issues. Rogers again. And I believe 
that's it. 

Q. Have you ever been offered as an expert in 
criminal cases for either the prosecution or the 
defenls^? 

A. 

Q* many times? 

r ten, 1 would guess, 
was the last time? 

j 

n jB criminal trial it would be October 2nd, 

9 5 

Q. 

A. 

Q. 

f ielL 

SWP(«’ 

A. needed a general psychiatrist for 

comp^eney and insanity. And I received the job 
because at the time I was chief medical examiner for 
the prosecutor's office for Mahoning County, Ohio, 
and that was my job. 1 wasn't offered, that was my 
job. 1 was the prosecutor's witness. 

Q. Do you feel that there is any scientific link 
in terms of medical evidence between nicotine and 
various life-threatening disease processes? 

JAMES DeCRESCENZO REPORTING 




nq that dealt with what type of a case? 
ble murder with a specification, 
you were offered as an expert in what 


http://legacy.library.ucsf.ed‘i/.i:id/hgr07aG0/py(#w.industrydocuments.ucsf.edu/docs/zkxl0001 


52601 1159 





149 


A. JAMES GIANHINI, M.D. 


MR. FOWLER: Object to the form. Also 

beyond expertise and designation. 

A. I can't — I'd have to know internal medicine 

4 

and epidemiology. 


Q. 


Q. in terms of the reports you looked at, 

you irold me, and I'm going to show you . . . 

5 ^ 

A. kdiifcJ|ch report, sir? 

1, that's what I'm about to list for you. 

MR. FOWLER: Pardon me for one moment, 
n going for about an hour. Can we take a 
reak when you get a chance? 

MR. BECNEL: Go ahead right now before 
I St ith this. 





'VI 


or 




MR. FOWLER; Thank you. 
VIDEOGRAPHER: 2;10, pause. 

(A recess was taken from 2:10 to 


VIDEOGRAPHER; Please proceed. 
BY MR. BECNEL: 


Q. Have you reviewed the medical reports of 
Timothy Michals on a number of the class reps? 

A. Yes, sir. 

Q. Were you given any of his notes or just his 
reports? 
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A, His report. 

Q. So you never looked at any of his notes? 

A. That is correct. 

Q. Have you looked at any of the medical records 
of an^^^ the plaintiffs whatsoever? 

A. to my best knowledge or recollection. 


depo 


Q. only thing you've ever looked at in 

refej^^^^ to the plaintiffs, class representatives, 

are from other physicians? 

^^|t is correct. 

^ POWI'ER: Object. Plus the 

depo^M^ns he referred to earlier. 

MR. BECNEL: We already know that, 

y £’.s not quibbling with that. 

Q. are familiar with the way they train 

peo^^^^n medical school to look at medical records 
rather than just reports, are you not? 

A. That is correct. 

Q. You have not followed that procedure in this 

case of looking at people's original medical 
records, have you? 

A. Kow we're mixing two different areas. In 
medical school, which precedes my residency, I am 
looking at medical records for purposes of making a 
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h. JAMES GIANNIHI, M.D, 

diagnosis. During my residency, the part of the 
residency that taught us forensic psychiatry we did, 
in some cases, utilize medical records. No, I'm 
sorry, we didn't utilize medical reports. 

Q. KlJ^ow many people have you treated for cigarette 


cessaption related problems? 

f*.' 

^ don't feel that's a medical problem, I 


do n< 


sat it. 


Q. rso^you've never treated anyone who came to 





Doctor, I'd like you to help me stop 


A. fi^ e never had a patient come to roe with a 
compla in of, Doctor, I'd like I'm here to stop 


smokingT^ 

Q* right. Do you think that that is unusual 


amon 



chiatrists? 


Q. The only drugs that people have come to you to 
try to stop or be weaned off of have been what? 

A. You'd like me to name them? 

Q . Yes. 

A. Very well. Alcohol, cocaine, cracked cocaine, 
phencyclidine, lysergic acid, diethylamide, 
dimethoxine, methamphetamine, amphetamine. 
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h. JAMES GIANNINI, M.D. 

Q. Do you know what it is? 

A. Vee, sir. 

Q. Is it an accepted tool to determine nicotine 

dependence? 


Kv 


MR. KLEIN: Objection to the form. 


A. This is an interest ing-scale. There's 

a stroWg 111terature. both for and against. Kozlosky 
when ^B^^ae up in -- however it's pronounced -- in 
Toro^^^^ear Clark University at the Research -- 
Cana< ^^^^ Research Foundation for Drug Abuse, I'm not 
irejg^ the exact name, his group utilizes it, some 


othefqtrqup utilizes, then there's this whole body 
of lir^^ture from the United States and Europe 
findin^'^he Fagerstorom to be Inaccurate, 
self ted . inconsistent. So it's 

cont^^^^sial. Its major utility is it's 
selfive, self-fulfilling. However, it does 
have utility. If you're going to do a research 
project and you can use a scale that makes mistakes 
at the beginning and makes the same mistakes at the 
end, it's useful. So it's useful as a research 
tool. But as a clinical tool, it's a disaster. 

Q. All right. So if the American Psychiatric 
Association tends to place credence in that, you 
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A. JAMES GIAKNIHI, M.D. 

would disagree with the credence that they place in 
it? 

A. With all respect, that's an inaccurate 
statement. The American Psychiatric Association 
does endorse this test or find this to be a 

crodWle test. Working groups within the 
aBsodlijr^on utilize it. But that doesn't mean that 
they endorsed it. There are hundreds of tests 

out that are used. 

OW about the Mayo Foundation Nicotine 
iepei^^nce Center patient questionnaire, do you 
thin^^^^t that is a reliable tool to utilize to 
det.er m^Sie nicotine dependence? 

A. a reliable tool to measure whatever it is 

the ^^^wants to measure. A lot of these tests are 
not ^^^e, I think there's a confusion on people 
Who do research on a regular basis on what 

these tests do. They measure whatever it is you say 
they are measuring. It doesn't -- you can measure 
leprechauns and even if leprechauns do not or not 
exist, you can set up a credible tool to measure 
them and then you can say, well, the number of 
leprechauns in the Philadelphia metropolitan area 
has not increased since the mayor started cleaning 
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A. JAMES GIANKINI, M.D. 

the streets, and that would be, even though it*s 
based on a fallacious premise, it's still a tool 
which has certain validity. But that does not maKe 
it accurate, it does not mean that there really are 
fns for it to be a credible tool. 

Having said all that, yes, the Mayo 
iestionnaire is as useful as the 
'Becnel test for Philadelphia leprechauns, 
rontext. 

'e you ever designed a form to determine 
dependence or nicotine addiction or 
anything? 


in your entire career, sir, you've never 
people for nicotine addiction? 

MR. FOWLER: Object to the form of the 

question. 

Q. Is that correct? 

A. As I said earlier . . . 

HR. FOWLER: It assumes facts not in 
evidence and assumes facts contrary to the witness' 
testimony. 

A. This would be like the leprechauns. Nicotine 
addiction, in my professional opinion, with 



L 
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A. JAMES GIANNINI, M.D. 

reasonable medical certainty, does not exist. 

Q, Nicotine dependence, have you ever treated 
anyone in your entire career for nicotine 
dependence? 

MR. FOWLER: Same objection as 

prev^us^^y. 

A. ^^^endence is an overworked term and i don't 
feel^^^^as any scientific validity anywhere because 
it • s by different groups to mean different 

in fe^jisa^ it's not a useful clinical or -- at this 
Ime ^^ us eful clinical or research instrument. 

e you ever used treated anyone who 
o many cigarettes and wants to stop? 

MR. FOWLER: Object to the form, 
te hypothetical. 

^ildren, women, adults, elderly? 

^ MR. McConnell: Leprechauns. 

I would need to Know what too many meant. 

More than eight or ten a day. 

Okay. And your question is? 

Have you ever treated anyone who says I smoke 
eight or ten cigarettes a day and I'd like to stop? 
A. I have people who I treat for other real 

diseases and say I'd like to stop smoking. 
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A. JAMES GIANNINI, M.D. 

Q. But not one person in your entire career have 

you ever treated for just trying to stop smoking? 

A, And I say that under oath, none, none have 
come to me with that presentation. 

Q. KAH right. Have you ever prescribed, as a 
physiMlan, nicotine gum, nicotine patches and the 


like 

A. 

Q. 




A. 

Q. 

A. 

at w 
pres 

Q. 

A. 

Q. 

A. 



ve prescribed nicotine gum. 
e^? 

eoently. 
ow long ago? 

slieve this summer, 
t was the purpose for it? 



The' patient said I'm going to -- I can't smoke 
I don't want to chew tobacco. Can you 
nicotine gum for me? 
er than *that one patient, any others? 

His wife. 

other than that patient, any others? 

Can't remember. That's not saying I didn't 
but 1 can't remember other than those two stick in 
my mind. 

Q. Have you ever visited any programs that deal 
with smoking cessation? 
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A. JAMES GIANHim, M.D, 

A. NO. 

Q. Have you ever visited any psychiatric 

hospitals that have been set up for nicotine 
dependence, addiction, or treating people that smoke 
igarettes? 



quesi 


MR. FOWLER: Object to the form of the 
You have to slow down to let me have a 
change object when necessary. 

^ THE WITNESS: I see. 

o you have any expertise in cessation 
progjram^ 

A. cessation programs? 

Q- nicotine dependence and nicotine addiction 

too many cigarettes, 
ain, it's my . . . 

Aid I'm using that to try to in deference 
to your definition. 



A. As I said earlier, nicotine addiction does not 
exist so it's difficult to have expertise in a 
nonexistent phenomenon. 

Q. Is it not a fact that in each one of these 

class representative's medical reports, every one of 
them says they wanted to quit smoking cigarettes but 
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A. JAMES GIANNIKI, M.D. 


they couldn't stop? 

MR. KLEIN: Objection to the form. 

MR. FOWLER: Object to the form. 

Q. And I'm going to refer you now to Exhibit 5, 


wh ich- 



he entire list of class representatives' 


medical j^ports from Dr. Michals. 

MR. fowler: If you need to take a look 


thr oi 


throi^^^^^at to refresh your recollection. 

m MR. KLEIN: Can we see what you're 
e witness, please. 

^ It's your copy. It's your 

lett^^^y^th copy. 

MR, KLEIN: Okay. 

P MR. BECNEL: As it came to us. 

MR. KLEIN: I just want to make sure 
beca ^^^^ iss Knisely said your side never got it and 
I'm glad to see that you did. 

MR. BECNEL: I just got it. 

MR. KLEIN: Okay. 

MR. BECNEL: And I hope that it is 
accurate and correct and there are no alterations. 

MR. KLEIN: That is just Dr. Michals' 
reports and the MHPI's that he administered. 

MR. BECNEL: Yes. 
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A. JAMES GIANNINI, M.D. 

HR. KLEIN: Okay. 

THE WITNESS; Excuse me, but the 
question once more? 

■ (The pending question was read by the 

courtss^eporter.) 

MR. FOWLER: And you've"" handed it to 
him. f iP’aj b * s the question now? 

MR. BECNEL: I'm sorry. 

A. was a statement. That was not a 

quesl^^^^ 

^kay. 

quoted you as saying you're going to give 
ife. 

i sorry. 

tow there was something else. 

The question is, is it not a fact that 
these medical reports from Dr. Michals 
that each of the people, the class representatives, 
stated that they wanted to quit smoking, many of 
theni said they attempted to quit smoking, but that 
they all felt that they were addicted and couldn't 
quit smoking? 

MR. FOWLER: Object to the form and if 
you need to look through that to make sure, go 

JAMES DeCRESCENZO REPORTING 
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A. JAMES GIANNINI, M.D. 

ahctad . 

Q. And I'to paraphraGing. 

A. Only partially true, sir. 

Q. Okay, 

A. KFhie is what they said, Ms. Salzman did, in 


fact,Fquit for three and a half years and resumed 
only she was gaining weight, 

Ms, McNally was able for a long period 
to Ijf^TF^her intake to 15 cigarettes only and did 
pt :^^^yany demonstrate any attempt, a realistic 
tew^ to quit but was able to modulate her intake 
base ^ ^oln^ what was her interpretation of the proper 
amount,;^© smoke while on birth control pills. 

Kr. Slivak did not follow through on 




any 

Ms. Rodweller uses cigarettes to treat 
her hea^ches, has a reason to smoke, has not 
engaged in any credible attempt. She used 
acupuncture, was given a staple in the ear and 
pulled it out almost immediately after insertion and 
then smoked. she possibly used a patch and 
continued to smoke. 

Mr. Barnes was involved in a family 
where just about everybody smoked, including his 
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A. JAMES GIANNINI, K.D. 

second wife. He made no effort other than stopping 
smoking without motivation when he was told felt 
that he needed to cut back to play the saxophone, he 
was able to make a modification. Waen he was 
appropt^ed using Nicorette gun, he refused to use it 
citin^fihancial problems. And when--he was told 
that would be a trade-off, the cost of gum 

versua^t^ cost of cigarettes, he dissimulated. 


that th^re would be a trade-off, the cost of gum 
versug^^4 cost of cigarettes, he dissimulated. 

Ms. Potts opined that cigarettes were 
as ad^^^^ve as heroin, cocaine, alcohol, as well as 


X aj^ money. She had not used any method nor 


engagedip any method to cut back her smoking saying 


only a pill would just have to be invented and 

then ^Kle^ould. Okay. I think that's all. 

Q’ generally true, Doctor, from your 


peop 



and review of the literature, that most 
¥ 

tempt to stop smoking once they start? 
MR. KLEIN; Objection to the form. 


think the term attempt is vague. 

A. We don't know really if people attempt. 

People say, more a majority say they made an 
attempt. But this, again, involves error. When we 
ask people things that are socially acceptable such 
as quitting smoking as socially acceptable, they 
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A. JAMES GIANNINl, M.D. 
will say yes. There^s always great studies. 

In Chicago when they were having the 
race riots, would you like to have a black neighbor, 
and three-quarters of the people in the area of 
chica^ surroundings said yes. But then the whole 
th^ v6ted for George Wallace and-" the 

)ods went wild when blacks did try to move 

People will say things that are 
icceptable to the interviewer. One must be 

in designing these studies. In most of the 

si 

which I've looked, there was no care 
designing a study so that we can really 
evalupTe™l.his . so the answer would be some people 

they. And the studies also have a 
flaw,I'm not sure if they could even be fixed, 
what mean by a valid attempt. The studies are 

not consistent across the board and what defines the 
validity of such an attempt. 

Q. Doctor, do you feel you have a medical ethical 
obligation to try to make your patients quit 
smoking? 

A• No, sir. 

Q- So you do not follow the AMA guidelines? 

JAMES DeCRESCENZO REPORTING 
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A. JAMES GIANNIKI, M.D. 

A. The AMA guidelinee deal with are first 

aimed at primary care physicians. I'm not a primary 
care physician. Most of my patients come to me upon 
referral of primary or secondary care physicians or 
ostec^i^ths or chiropractors. 

Q. feel it is your obligation as a 

to try to improve the health of the 
in whom you treat and care for? 

>, sir. 

.i 

^^n you see someone smoking of those thousand 
is.that are active patients of yours or that 
you with, do you tell them that they should 

quit B^j^inq? 

A. ^^lf¥4l, 1 don't see anyone smoking. There -- no 
one te.BfcakJ s in my office. 

Q. when you take your history of the 

pati^^^nd family members, do you determine whether 
they smoke or don't smoke? 

A. Yes. 

Q. And when they do smoke, do you make a 
recommendation as a physician that they stop 
smoking? 

A. When I see the patient, my first regard is the 
problem that brought them there, and that's what we 
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A. JAMES GIANHINI, M.D. 

treat. 

Q* Do you smoKe, sir? 

A, No, sir. 

Q. Have you ever smoked? 

A. , 

Q. ^ smoke? 

t stand the smell and I think cigarette 
butt^^^^ disgusting. 

Q. think it's bad for your health? 

MR. FOWLER; Object to the form of the 
es^^h. Again, this is outside his area of 
expetti^ and his report. 

Q. "1:eBfe> vou think it's bad for your health, sir? 

A- pT^ on't know with reasonable certainty one way 

MR. BECNEL; Thank you, sir. No 
furt^^^^uest ions*] 

MR. KLEIN: Let's take a five-minute 

break. 

VIDEOGRAPHER: We're now going off the 

record, 2:45. 

(A recess was taken from 2:45 to 

2;49 p.m.) 

VIDEOGRAPHER: We're back on the 
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A. JAMES GIANNINI, M.D. 

record. 


MR. FOWLER: Greg Fowler speaking on 
behalf of Lorillard and Brown L Williamson and we 
will reserve our questioning of this witness for 



. KLEIN: No questions. 

. DIETRICH: No questions. 

. McCONNELL; No questions from 

. STRAUB: No questions from 

DEOGRAPHER; This completes the 
are now going off the record. 
Witness excused.) 

on concluded at 2:49 o'clock p.m.) 
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K. JAIMES SIANHIKI, K.O. 

REPORTER'S CERTIFICATE 

I, Dianna R, Pugli*se, do hereby certify 
witness in the foregoing deposition was 

_' j 

duly to testify the truth, the whole truth, 

and but the truth in the vithin'-entltled 

cauasaid deposition was taken at the tine 
and therein stated? that the teatijEony of said 

witnai^^^s reported by ae, a Regiaterad Merit 
^por tjE^ j and was thereafter transcribaa under »y 
^reo |^ipn^ into typewriting, and that this is a true 
and o &rr^ t transcript of sane. 

I further certify that I an not counsel 

•JWAWvVVj^ 

for any way related to any of the parties to 

this nor as I in any way interested in the 

outcc^^^^ereof • 





_ 

Dianna R. Pugyioae 
Registered KeritJ/Reportsr 
Certified shorthand Reporter-'HJ 
Notary Public 
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exhibit 


A. JAMES GIANNINI, M.D. 


Dr. Giarmini is a cUnical psychiatrist specializi n g in the diagnosis and treatment of substance 
l^asei^Since completing both a psychiatric residency and psychiatric fellowship at Yale University 
of Medicine, he has been elected to memberships in numerous professional societies, and is 
,v of (2imong others) the American Psychiatric Association, the American College of Clinical 
^^'•^i^cology, and the ^^^^ociety of Medicine. Dr. Giannini is the author of several books and 
i@i§^^apters and num^us^ienrific articles on substance abuse. He has also taught psychiatry 


iducted research-'^^^anninl is currently the Medical Director of Chemical Abuse Centers, 



e smoking, and! 


Dr. G^ffini wi^^stify concerning the nature and denniiion of “addiction,” the nature of 
smoking, and^^g^^g maintenance and cessation. He may also critique the theories 
pi ^^ ed by plaintiEs’ ^ ^^S on the above subjects. It is anticipated that Dr. Giannini will testify 
ih'^^garene smoking ^^^^meet any classical scientific definitions of addiction, and that there 
is^^redible clinical c^®api^son between smoking and addictions to cocaine, heroin or alcohol. 
H^^xpected to testify^^^^arette smoking is a voluntary activity, best characterized as a ritual; 
tl^^moking is a complex biological, psychological and social practice; that people smoke for many 


reasons; and that the decision to smoke, and the decision to stop smoking, are personal 


decisions based on many factors, including genetics, education, life experiences, belief system, risk 
aversion, cultural background and other value system elements. Dr. Giannini is expected to testify 
that there is nothing inherent about smoking that prevents a person from comprehending and 


://legacy.library.ucsf.eciL(/ttd/h 


y. industrydocuments.ucsf.edu/docs/zkxl0001 


52601 1179 



weighing the risks and benefits of smoking, making a decision to quit smoking, and/or carrying out 
that decision. He is further expected to testify that motivation is essential in the cessation of, and 
continued abstinence from, any pleasmable activity, including cigarene smoking; that the major 
^^^nant of successful smoking cessation is the personal decision and commitment not to smoke; 
^t professional assistance is not necessary to stop smoking. He is also expected to testify 


cMc^iing the above topics as they relate specifically to the plaintiffs in this case. 



^peopP 


.pected to testify that no definition of “nicotine dependence” predicts 
to quit smoking: that smokers quit smoking all the lime; that as of 
lion smokers and 46 million ex-smokers in the U.S.; that the vast 
on their own, without smoking cessation aids; and that there are 
ot wish to quit and who have simply not made a decision to stop 
r expected to testify concerning the neuropbannacologic effects of 
well as other substances, including nicotine and caffeine. 


^ Dr. Giannini m ^^^^ ked to comment upon the opinions expressed by other wimesses in 
c^e and the evidence upon which they rely, to the extent such evidence and opinions are within 
hi^a^a of expertise, specifically including, but not limited to, tobacco company research relating 
behavior. Dr. Giannini is further expected to testify concerning the nature and relevance 
of cotinine, a metabolite of nicotine, to human physiology. 


^Dr. Giannini is 
about a person’| 
1 there were about 
of 

millions of%stre^rs wi 
ig. Dr. Giannini 
v^int^ substances of a: 
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Dr. Giaimini will base his testimony on (1) his skill, education, training, and clinical 
experience as a psychiatrist; (2) his knowledge of the scicminc literature relating to smoking and to 


“addiction” and substance depcndence;(3) his review of the plaintiffs’ medical records, depositions 
^ de^ sitions of their family members; and (4) the testimony of plaintiffs’ expert witnesses, the 
qompany documents they rely upon and additional testimony and documents as he deems necessary. 
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EXHIBIT 


DR. GIANNINT 
ATTACHMENT A 




■Compensation for Study/Testimpny 
tudy/Consultation; 
Reposition Testimony. 

Trial Testimony:^^ 


|February 
March 29 
''i^^Augusl 30 
[September 7 
; September 21 
■ October 2 
^November 22 


112 ^ 

April 10 
November 20 
August 19 


1222 

February 5 
May 30 






$190/hour; S2500/day 

$2250/day (in town); S3000/day (out of tovvoi) 
$3500/day 



Preceding Four Years 


Kovach, Trumbull County (Deposition) 


Kurdilla, Stark County (Trial) 
Morganstem, Trumbull County (Trial) 
Murray, Summit County (Deposition) 


Rogers, Indianapolis (Trial) 

Fatimus, Mahoning County (Deposition) 
Centofanti, Mahoning County (Deposition) 
Vrabel, Mahoning County (Hearing) 
Malloy, Mahoning County (Trial) 

Vrabel, Mahoning County (Trial) 

Bauin, Mahoiting County (Deposition) 


Dash, Mahoning County (Deposition) 
Cooper, Mahoning County (Deposition) 
Rogers, Indianapolis (Trial) 


Zuckerman, Mahoning County (Deposition) 
Broin, Mahoning County (Deposition) 
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CURRICULUM VITAE 


A . JAMES G 1 ANN i N i . M .D . 


OTTice Address 

721 Boa rdman-■ Po I a nd Rd 

Suite 200 

Boardman, Ohio 44512 
( 216 ) 629-2050 
( 2 |^) ■^ 29-2056 



Born s ^ [DELETED] 1947 
Youngfe£&J9 . Ohio 
USA 


Alternative Address 
Chemical Abuse Centers 
5211 Mahoning Avetlue 
Suite 110 

Austintown, Ohio 44515 
(216) 799-7677 


nc . 


PERSONAL INFORMATION 



Clin 


D i p I o 


Cand idate 


Citizenship: United States 
Languages: English (Fluent) 

German (Reading) 
Italian (Reading > 


EDUCATI ON 


...1970, Youngstown State University 
Youngstown, Ohio 

...1974, University ot Pittsburgh 
Pitt sburgh, PA 

...1975, St. Elizabeth Medical Center 
Northeastern Ohio Universities 
College of Medicine, Y ou n g st own, O! 

...1976, Yale University 

New Haven, Connecticut 

...1977, Yale University 

New Haven, Connecticut 

...1978, Vale University 

New Haven, Connecticut 

...1978, Yale-New Haven Hospital 
New Haven, Connecticut 

...1996, University of London. 

London, England 
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A. JAMES GIANNINI M.D. 

/^A.AAAAAA,A<^A^AAAAAAAAAAAAA^AAAAAAAAAAAAAAAAAA 


EMPLOYMENT AND APPOINTMENTS {ACADEMIC) 


1976-197B 


1 976 




1979-1 




1980-19B8 



...Co-founder and co-director, Wednesday 
Evening Clinic, Primary Care Center 
Yale-New Haven Hospital, New Haven CT 

...Acting Ward Chief, Connecticut Mental 
Health Center, Yale University, New 
Haven, CT 

.Associate Director of Family 
Medicine in Psychiatry, St. Elizabeth 
Medical Center roungstown , OH 

...Assistant Professor of Psychiatry 
Northeastern Ohio Universities 
College of t/ledicine, Rootstown, OH 

...Member, Council of Chiefs in 

Psychiatry, Northeastern Ohio Univer¬ 
sities College of Medicine, 

Rootstov/n, OH 


Senior Consultant for Training in 
Psychosomatic Medicine, Fair Oaks 
Hospital, Summit NJ 


Chairman, ad hoc Committee on Student 
Probation, Northeastern Ohio 
Universities College of Medicine 
Root stown, OH 


Member, Academic Review and Promotions 
Committee, Northeastern Ohio 
Universities College of Medicine 
Root St own, OH 


Member, Human Sexual(ty Committee, 
Northeastern Ohio universities College 
of Medicine, Rootstown, OH 


Associate Professor of Psychiatry 
Northeastern Ohio Universities College 
of Medicine, Rootstown, OH 


Program Director, Department of Psych 
iatry. Northeastern Ohio Universities 
Col lege of Medicine, Rootstown, OH 
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A .- JAMES G I ANN INI, M . D . 

A/sAAAAAAAAAAAAAAAAAAAAAAAAAAA/. 


EMPLOYMENT AND APPOINTMENTS (ACADEMIC CONT'D) 


1960-1961 



1 9B5- 



^ 985 - 1 989 


1966 - 








1 997 


1997-present 


•Member, Principles of Ambulatory Care 
Course Committee, Northeastern Ohio 
Universities College of Medicine 
Rootstown, OH 

.Member, Appointments Committee Depart¬ 
ment of Psychiatry, Northeastern Ohio 
Universities College oT Medicine 
Root s t own, OH 

•Clinical Associate Professor of Psych¬ 
iatry, Ohio State University School 
of Medicine, CoFumbus, OH 

•Professor of Psychiatry, Northeastern 
Ohio Universities College of Medicine 
n oot St own, OH 

•Chairman. Research Committee, 

Department of Psychiatry, Northeastern 
Ohio Universities College of Medicine 
B oot St own, OH 

•Vice Chairman, Department of 
Psychiatry, Northeastern Ohio Univer¬ 
sities College of Medicine, Rootstown, 

•Member, Dean’s Advisory Committee. 
Youngstown Campus, Northeastern Ohio 
Universities College of Medicine 
R oot St own , OH 

•Examiner, Department of Psychology, 

La Trobe University, Bundoora, 
Victoria. Australia 

•Clinical Professor of Psychiatry 
Ohio State University School of 
Medicine, Columbus, OH 

..Member, ad hoe planning committee, 
’■Recognition and Management of Drug 
Withdrawal," Department of Psychiatry. 
Ohio State University, Columbus, OH 

..Panelist, Renaissance Weekend 

Hilton Head, SC 

..Area Director, Alumni Schools 
Committee, Yale University 
New Haven, CT 


O'-* 
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1 977- 

1981- 

1 982- 

1 9B4- 
1984- 
1 984- 

1 965 
1 9B5- 
1966- 
1986- 
987- 
1 9B7- 

1 987- 
1 9B7' 

1987 

1 9B9- 
1 990 

1991 

1 992 
1 995 
995 

1 995 


A . J AI.^E S G t ANN INI. !.( . D . 

EMPLOYMENT AND APPOINTMENTS (EDITORIAL & REVIEW) 


1 982 



present 


present 
present 
-present 

-present 


Member', Research Advisory Panel, 
Medical World News . New York, NY 


ReyI ewer, 

International Journal 

Psych i atr\i 

In Medicine 

Book Reviewer and Consultant, 

Medical Examination PuDiisning Company 

Re V i ewe r, 

Psychosomat ics 

ReV I evrcr , 

J. Clinical Pharmacoloav 

Member, Research Advisory Board, 

Medical World Nev/s-Psvchiatrv Edition 

Consultant 

. The Medical Letter 

R e Viewe r, 

Psychiatry Research 

Consu1tant 

. J. Bioiooical Psychiatry 

Reviewer, 

Clihicat Toxicolooy 

Rev i ewer, 

J. Clinical Psychiatry 

Rev i ewer, 

J. Clinical Psvchopharma- 

> 

0 

o 

o 

u 


.Reviewer, 

Neurobioloov,' of Aoina 


Member, Editorial Board, Cl i n i c a i 
Laboratory Update 


Reviewer, 
Foundat io 

Reviewer, 

Ontario Mental Health 
n, Toronto, Canada 

American Family Physician 

Reviewer . 

Arner i can 

Hosoital Formulary 

Service: 

Dr UQ Inf ormation 

Rev 1 ewer, 

J. Personal it and 

Social Psvchotoov 


Rev 1 ewer, 

Cl inic a 1 

Pediatrics 

R e Viewe r, 

Percept ua 

1 and Motor Skills 

■ Editorial 

Mentor, Arne r ic a n 


Psychological Association 
■Reviewer, Psychological Reports 
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A. JAMES G I ANN INI, M.D. 


EMPLOYMENTS AND APPOINTMENTS (GOVERNMENTAL) 


1974 


1979-1 


1979-1 


1966-1987 


1979 


1960-1 



1961-196 


982-1984 


196 3 - 1 96^1 



J^-SVASASic,.., 




1 983 - 1 95 


1 9 64 - 1 9f 


1 984 


1965-1986 


..Chief Research Assistant, Pennsyl¬ 
vania Governor's Justice Commission 
Study of Nonviolent Sexual Offenders 

..Member of Board, Mahoning County 
Mental Health Board 

..Member, Ways and Means Committee 

Mahoning County Mental Health Board 

..l,'.ember. Project, Advisory Board 
"Role of Diet in Learning Disabled 
Children", Ohio Department of l-lental 
Health 

..Member, Citizen's Advisory Board, 
Woodside Receiving Hospital, 

Vo u ng s t own. OH 

...Chairman, ad hoc Committee on Hospital 
Liaison. Mahoning County Mental Health 
Board 

...Second, Vice-Chairman, Mahoning County 
Mental Health Board 

...Member, National Advisory Committee 
on Prevention and Control of Rape, 
Department of Health and Human 
Services, Washington. D.C. 

...Chairman, ad hoc Committee on 

Inpatient Assessment, t.lahoning County 
Mental Health Board 

...Chairman, Mahoning County Mental 
HealthBoarO 

. . .Acting Co-Chairperson, National 

Advisory Committee on Prevention and 
Control of Rape, Department of Health 
and Human Services, Washington, D.C. 

...Chairman, National Advisory Commi 1 1 e e 
on the Prevention and Control of Rape 
Department of Health ancJ Human 
Services, Washington, D.C. 


http://legacy.library.ucsf.ecli !/iuri/hgr0^|a00/p€^w.inclustryclocuments.ucsf.eclu/clocs/zkxlOOO1 


52601 1107 




-6 


A, JAMES G 


A A 


yVA-AAAAiAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAftAAA 


lANNlNl, tvi.D. 

^AA^AAAAA^/S^/S^y, 


EMPLOYMENTS AND APPOINTMENTS (GOVERNMENTAL CONT'D) 


1985-1966 




1990 

1992 

1 992 

1 992 




# 


1992 



...Member, Needs Assessment Committee of 
the Mahoning County Board of 
Commissioners, OH 


Member, Youngstown Public Schools 
Community Curriculum Task Force of AIDS 
Sex Educafi_h and Teenage Pregnancy 

Member, Drug Abuse Clinical and 
Behavioral Research Review Committee 
National Institute^,of Drug Abuse, 

U.S. Department of Health and Human 
Services, RockviIle, MD (Special 
Review Committee! 


..(.(ember. Site Review Committee 

National Institute of Drug Abuse. 

U.S. Department of Health and Human 
Services, RockviI te, MD 

..Forensic Psychiatrist, Mahoning County 
Prosecutor's Office, Youngstown, OH 

...American Participant (AmPart) 

U.S. Information Agency; Milan. 

Rimini, Palermo, Rome and Naples, Italy 

...American Participant (AmPart), 

U.S. Information Agency: 

Nicosia and North Nicosia, Cyprus. 

...American Participant (AmPart), 

U.S. Information Agency: Ljubljana, 

. Skopje, Niksic and ZagreP. Yugoslavia 

...American Participant (AmPart) 

U.S. Information Agency. Toronto. Canada 

...Mentor, Gifted and Talented Students 

Program, Poland Middle School Poland, Ohio 

...American Participant (AmPart) 

U.S. Information Agency. 

Bridgetown and St. Michael, Barbados 

...American Participant (AmPart) 

U.S. Information Agency. 

Castries and St. Mary's, St. Lucia 
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A. JAMES Gl ANNIN 1. M.D 


EMPLOYMENTS AND APPOINTMENTS (GOVERNMENTAL CONT'D> 


1 993-present 



1995-pre^f^ 




...Chief Forensic Psychiatrist. Mahoning 
County Prosecutor's Office, Youngstown, 
OH 

...American Participant (AmPart) 

U.S. Information Agency 
Toronto. Canada 

. . .Amerlean Participant (AmPart) 

U.S. Information Agency, 

Lucca, Italy 

...Member. Mahoning County Board of 

Mental Retardation and Developmental 
Disabilities (OH) 

...Member, Ethics Committee, 

Mahoning County Mental Retardation 
and Developmental Disabilities (OH) 

. ..Speciai Reviewer, Initial Review 

Group: Health, Behavior and Prevention 
Review Committee; National Institute 
of Mental Health, Rockville. MO. 

...Treasurer, Mahoning County Board of 
Mental Retardation and Deve!opmentai 
Disabilities (DH) 
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1 976- 

1 980- 

1 9B 1 • 

1981' 

1 9B3- 

1 984- 

'984 
g £ c 

1 9B5 

1 985 

1985 

1 965 

1 965 


A. JAMES GIANNINI, M.D. 


EMPLOYMENTS AND APPOINTMENTS (PRIVATE SECTOR) 




1985 





# 




1 986 


...Associate Psychiatrist, Elmcrest 

Psychiatric Institute, Portland, CT 

...Medical Advisory Board, Hospice 
of Youngstown 

...Senior Consultant in Psychosomatic 
Medicine, The Regent Hospital, 

New York, NY 

...Board of Directors, Good Samaritan 
Foundation of Youngstown 

...Senior Consultant, Child and Adult 
Mental Health Center, Youngstown, OH 

...Consultant, Smith-Kiine Laboratories, 

St. Louis, MO 

...Medical Advisor, ProSport Inc. 

...Director of Psychietric Services, 

Western Reserve Care System. 

(Northside Medical Center, SouthsIde 
Medical Center, Tod Children's Hospital) 

...Director of Toxicology. Western 
Reserve Care System 

...Member, Medical Executive Cabinet 
Western Reserve Care System 

...Acting Chairman, Department of 

Psychiatry, Western Reserve Care System 

...Chairman, Department of Psychiatry 
Western Reserve Care System 

...Member, Domestic and Social Policy 
Council, The Fund for an American 
Renaissance, Washington,. D.C. 
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-1985-1987 


1986-1&B9 



1986-1 


1 986 L 


1967 


1 987 




1967-1 9J 


•1 9 57 _ < 9 ^ 


1 9 B 7 - p r ft>E t 


1987 



1986 

1 9B9-present 




.Member, Medical Executive Committee 

Western Reserve Care System 

•Vice-Chairman, Health Committee, 
Youngstown Chamber of Commerce 

.Cnairman, impaired Pnystcians 
Committee, Western Reserve Care System 

•Member, WYTV Eyewitness News 
Medical Advisory Board 

•Medical Director, Psychiatry end 
Toxicology Center, Western Reserve 
Care Syst em 

•Member, Advisory Committee, Children's 
Galley, Butler Institute of American 
Art 


Director of Clinical Research 
Princeton Diagnostic Laboratories 
South Plainfield, NJ 


, . .Chairman, 
Princeton 


Research Committee, 
Diagnostic Laboratories 


...Medical Director, Chemical Abuse 
Centers, Austintown, OH 


Member, impaired Disabled and Elderly 
Patrons Needs Assessment Committee, 
Butler Institute of American Art, 


•Board Member, Advisory Board, Living 
in Grace Foundation, Youngstown, Ohio 

.Board Chairman, Advisory Board, - 
Living in Grace Foundation 

■Consultant, Neurodata, Inc. 

Los Angeles, California 

.Member, Scientific Advisory Board 
Neurodat a. Inc. 

.President, Chemical Abuse Centers of 
Austintown 
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1989-1995 


1989-pr 



19B9-pr 



1 990- 

1 992 

1 994 



) 

i 

I 

i 



.Co-Chairman. Health Committee, 
Youngstown Chamber of Commerce 

.Affiliate Member, The Cleveland 
Clinic, Cleveland, Ohio 

.Corporate Medical Director, Cnemicai 
Abuse Centers, Inc. 

.Psychiatric Consultant, Second 
Chances Counseling Center 

.Medical Director, Lincoln Place 
Youngstown, Ohio 

.Testing Coordinator, American 
Guidance Service, Circle Pines, 

Mi nnesota 

• l^lember, Advisory Committee, 

Summer Arts Day Camp, 

Butler Institute of American Art 
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HONORS AND AWARDS 


M . D . 


1 974 

1974 

1976 

1 97B 
1 978 
1 978 

1 979 


' 979 
1980 
1980 

1 9B1 
1 982 
1 982 

1 982 





1983 

1 983 


...James Early Award In Clinical 

Psychiatry, University of Pittsburgh 
Medical School 

...Upjohn Research Prize, University of 
of Pittsburgh Medical School 

...Cited for Excellence ift Teactii rig 
Medical Students by Department of 
Psychiatry, Yale University 

...Honorary Tennessee Squire 

. . .AMA Physician's Recognition Award 

...Certificate of Appreciation, Medical 
World News 

. . . Psychiatric. Psychogenic and Somato¬ 
psychic Disorders Handbook chosen as 
an alternate selection by Nursing 
Book-of-the-Month Club 

. , ,Fa i r Oaks Award 

...Fellow, New Jersey Academy of Medicine 

...Certificate of Appreciation. Med ) ca I 
WorId News 


...AMA Physician’s Recognition Award 

...AMA Physcian's Recognition Award 

...Certificate of Appreciation, 
Northeastern Ohio Universities 
College of Medicine 

...Bronze Award, British Medical 

Association Film Competition, 

London, England 

...Fellow, American College of Clinical 
Pharma coIogy 

. . . Handbook of Overdose and Detox if i-. 
cation Emeroencies . chosen as an 
alternate selection by Nursing 
Book-of the Month Club 
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HONORS AND AWARDS (CONT'D) 


1 9B4 


...U.S. Jaycee Outstanding Young Men 
i n Amer Ica 


1 9B4 



. ..Certificate of Appreciation, South 
Carolina Medical Association 


' 1 9B6 

1987 

1 9B7 

1 989 

1989 

989 

1 990 

1 992 

1992 
•1 995 



...Outstanding Leadership Award, 

Mahoning County Mental Health Board 

...Recognition Award, Mahoning County 
Mental Health Board 

...Certificate of Appreciation, North¬ 
eastern Ohio Universities College of 
Medicine 

...Certificate of Nomination, In c . 

Magazine ; “Entrepreneur of tne Year" 

. . - Eel low. Ame r lean Psychiatric 
Association 

...One-day Teaching Certificate 
Youngstown Public Schools 

...''Silver Rose Award" Associazone 
Italiana Donnadori d'Organo 
(presented In Milan, Italy) 

...Fellov/, Royal Society of Medicine 
(Great Britain) 

...AMA Physician's Recognition Award 

■•• The Best Doctors in America 
Woodward/White, Inc. 

Aiken, South Carolina 


tP 

o> 

o 


to 
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1 SB3 
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1 9B3 

1 983 
1983 
983 

1 9B4 

1964 
1 9B7 
1 967 

1 988 
1989 

1991 
1 991 

1992 





1 992 

: 


• ■ - WPo's Who Amono Students in American 

Universities and College 

. . . International Who's Who Among 

Inteiiectua1s 

. , . Men of Achievement 

. . .Marquis, Who's Who in Frontier 
Science and Technology 

• • - Dictionary of International Biography 

. . . American Men anO Women of Science 

. . . Personal ities In America 

■ • - International Who's Who of 
Contemporary Achievement 

, . . Community Leaders of the World 

. . . Notable Personalities in American 

. . . The Directory of D1st inouI shed 
Arne rica n s 

... The International Directory of 
Distinguished Leadership 

. . . Biography international 

■■• Marouis, Who's Who in the World 

- ■ . Marquis. Who's Who in Frontiers of 

Science and Technoloov-Second Edition 

. . .Men of Achievement 


. .Ma rguis . 

Who' 

s 

Who 

i n 

the 

Wor Id 

..Men of Achievement 




. . Ame ric a n 

Men 

and Women 

of 

Sc ie n c e 

,.Marquis, 

Who 

' s 

Who 

1 r» 

Sc i 

e n ce and 

E nqineer 

1 nq 






.-Marquis, 

Who 

's 

Who 

t n 

t he 

Midwest 
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1992 


. , . International Directory 

of Distinguished Leadership 



1 996 






. . . Dictionary of I ntcrnationaI Biography 

...Marquis, Who's Who In The World 

- • - National Dlrec'tw.5v of Who's wno 

... The Best Doctors in America 
V^oodward/Whlte Inc. 

Aiken, South Carj>Mna 

...Marquis, Who's Who In the World 

...Marquis, Who's Who in Medicine and 
Health 

...Marquis, Who's Who in Science and 
Enoineering 
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PROFESSIONAL MEMBERSHIPS 

• ***<* 1 I*«V***«>>*<>******> 


1973 


. . .Ame rica n Medical Association 


1 978 
1979 



1 979 




1 980 

1 981 
1 o A 7 

1 983 






1 9B4 
1985 
1 985 



...American Psychiatric Association 

...Academy of Psychosomatic Medicine 

...American Academy of Oiinicai 
Psych t atry 

...Fellow, New Jersey Academy of Medicine 

...Member, Member-Fn-Training Committee 
Ohio State Psychiatric Association 

...Society for Neuroscience 

...British Brain Research Association 
(Honorary) 

...European Brain and Behavior Society 
(Honorary) 

. , .WorId Medical Association 

...Fellow, American College of Clinical 
PharmacoIogy 

...American Association for the 
Advancement of Science 

...Member, Committee on Academic 
Psychiatry. Ohio Psychiatric 

Association. (Representative of 

Northeastern Ohio Universities 
College of Medicine). 

. ..New York Academy of Science 

...St gm a X 1 

...Society of Toxicology 
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1 99 1 
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present 


. . . Internet ional "Brain Research 
Organization (France) 



...Ohio Academy ot Science 

...Fellow, American Psychiatric 
Assoc J at Ion 

...Member, Steering Council, Ohio 

Chapter, American College ot Clinical 
Pharmaco I ogy 

...Affiliate membei^. Royal Society of 
Medicine (Great Britain) 

. . . Secretary/Treasurer, Ohio Chapter, 
American College of Clinical 
Pha rma cology 

...Member, Executive Committee, Ohio 

Chapter, American College of Clinical 
PharmacoIogy 

...Fellow, Royal Society of Medicine 
(Great Britain) 

...Participant. American Psychiatric 
Association Research Network 

...President, Ohio Chapter, American 
College of Clinical Pharmacology 
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STATEMENT OF, INTENT 





This ^uicTeljl 
medica 
clinical a 
wientitici 
par.nnet 
ro them 
they be 
other accepta 
)udgmen| 
ade 




^not intended to be construed or to serve as a standard of 
tandards of medical care are determined on ^he basis of all 
tillable for an individual case and are subject ro change as 
dge and technology advance and patterns evolve. These 
ractice should be considered guidelines only. Adherence 
t ensure a successful outcome in every case, nor should 
|;d as including all proper methods of care or excluding 
f methods of care aimed at the same results. The ultimate 
ing a particular clinical procedure or treatment plan must 
psychiatrist on the basis of the clinical data presented by 
he diagnostic and treatment options available in the par- 
etting. 


This prc^^^^ideline has been developed by psychiatrists who are m 
active clini^^ractice. In addition, some contributors are primarily in¬ 
volved or other academic ende.ivors. it is possible that through 

such .icr avlfics some contributors have received income related to treat¬ 
ments discus^ in this guideline. A number of mechanisms are in place 
to minir^^S^g^ potential for prtiducing biased recommendations due to 
conflict ^utimg rest. The guideline has been extensively reviewed by mem¬ 
bers of as by representatives from related fields. Contributors 

and rev^^^gj^ave all been asked to base their recommendations on an 
objective evaluation of the available evidence. .Any contributor or re¬ 
viewer who has a potenrial conflict of interest that may bias (or appear to 
bias) his or her work has been asked to notify the APA Office of Research. 


This potential bias is then discussed with the work group chair and the 
chair of the Steering Committee on Practice Guidelines. Further action 
depends on the assessment of the potential bias. 


Tills practice guideline was approved in July 1996 and was published in 
tdetober (996. 
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Practice Guideline for the 
Treatment of Patients With Nicotine Dependence 




American Psychiatric Association 



ODUCTIOS 

practice guideline .provides guidance on the care 
Stients with nicotineN^pen^ence. Cigarene use is 
^ost common caus^^pPS^rine dependence, and 
almost all of the data av;^b!e are derived from studies 
jretce users; thus,^is '^cument will focus on 
te smoking. The ffecp^m|ndation$ in the guide- 
enerally apply to a^^^^^rs even though not all 
k«rs meet DSM-IV cri^iajpr nicotine dependence 
fhis is because mos^^^' principles for treating 
nicotine dependence ap^^^^on-nicotine-dependcnc 
smokers as well. Many slnokerSjhave comorbid psychi- 
^^^=«i^nditioris (2), 

^idel#ie; thus, the psvchiat 

esshoul«s.der.r 




This gui(^l 




d in 
^^^intcn 
aia sumtnanZed in 
ciinician.s caring f 
k guideline focuse 
t to be seen by psycluj 
ncurrent with th 
line, the Agency 
PR) developed its 
:iiig Cessation (3). 
fimary care provid 
pns for smoking c 
|;administrators. T' 
e AHCPR guideli 



not described in this 
ring for a patient who 
be limited to, the treat- 
ractice guideline. 

sychiairists. However, 
eiine should be useful 
e-dependent patients, 
ree groups of smokers 
(table 1). 

pment of the present 
Care Policy Research 
Practice Guideline on 
CPR guideline focuses 
so includes recommen- 
I Specialists and health 


es^t guideline builds up- 
using on specific pop- 
jons (table 1) not covered'in the AHCPR guide- 
|. In addition, the APA guideline complements the 
guideline in providing detail on the more in- 
ve therapies. Psychiatrists interested in providing 
n^ing cessation treatments should be familiar with 
HCPR guidelines (3). 

practice guideline is limited to recommenda¬ 
tions for treatment. Actions to change public policy to¬ 
ward tobacco are very imponant to decreasing the preva¬ 
lence of smoking and psychiatrists are strongly urged to 
support such actions. APA’s Position Statement on 
Nicotine Dependence (4) lists the more important ac¬ 
tions needed. These include: a) encouraging appropri¬ 
ate diagnosis and treatment of nicotine dependence as 
a comorbid condition with other psychiatric disorders; 

b) increasing state and federal taxes on tobacco prod¬ 
ucts and applying the proceeds of such taxes to the pre¬ 
vention. treatment, and research of nicotine dependence; 

c) changing the warning labels on tobacco products to 


TABLE 1. Target Populations 

1. Pafiencs who smoke and are being seen bv z psychiatrist tor j 

psychiatric disorder other than nicotine dependence or 
withdrawal 

2. Smokers who have failed initial treatments for smoking 

cessation and neecLmorc intensive treatment that could be 
provided by a psychiatrist 

3. Psychiatric patients who smoke and are tempotanly contincd 

to smoke-free inpatient wards, residential facilities, etc. 


include the high likelihood of developing dependence 
on nicotine; and d) advocating for health insurance cov¬ 
erage of treatment of nicotine dependence by qualified 
health professionals. 

Prevention and treatment of smoking in young per¬ 
sons are also very important. This guideline focuses on 
adults. Modifications for treating adolescents are 
briefly discussed in section V,C.2. Psychiatrists arc re¬ 
ferred to Preventing Tobacco Use Among Young Peo¬ 
ple: A Report of the Surgeon General (S) for more in¬ 
formation on preventing and treating adolescent 
smoking. 


li. develop.ment process 

This practice guideline was developed under the aus¬ 
pices of the Steering Committee on Practice Guidelines. 
The process is detailed in a document available from the 
APA Office of Research, the “AP.A Practice Guideline 
Development Process." Key features of the process in¬ 
cluded: 

• initial drafting by a work group that included psy¬ 
chiatrists with clinical and research expertise in nicotine 
dependence; 

• a comprehensive literature review (description fol¬ 
lows); 

• the production of multiple drafts with widespread 
review, in which 23 organizations and over 76 indi¬ 
viduals submitted comments (see section VII); 

• approval by the APA Assembly and Board of 

Trustees; 

• planned revisions at 3- to 5-year intervals. 

A computerized search of the relevant literature 
from MEDLINE and PsycLIT databases for all years 
available (i.e., 1966-1995 and 1974-1995, respec¬ 
tively) was conducted using the terms “cigarettes.'' 
“nicotine," “smoking," and "tobacco." No exclusion 
criteria were used. This search produced 675 relevant 


Am I Psychiatry 153:10, October 1996 Supplement 
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treatnicnt ariicles. Ocher ciacabases searched were the 
Chenier tor Disease Control and Prevention's Bth!if>g- 
r,Tp/.'v III! SinDkiitg Lind Hcijlth (61, the Oxford Col¬ 
laborative Trials Registry I*"), and the bibliography ot 
the AHCPR C.HiiwliI Practice Citndeliite tin Sniukiitg 
C.'esstjrio/j i.D. In addituin. references in empirical arti- 
vies and narr.itne and meta-anaistic reviews were used 
tt^ibicati^ articles. 

? For br|'vity, meta-anaKses and reviews ot treatments 
ti^^^^^ing arc iistiallv cited in rhe guideline instead of 
lipginal studies. However, the conclusions of the work 
based on knowledge of the individual studies 
1 ^^^^ in these meta-analyses and reviews and on 
f^er pertinent studies. 


fNCE R.ATINCS 


■ recommendation in^he 

c^egories of endorse^ 


lifeline receives one of 
l^mg a bracketed Ro¬ 


man numeral following the statement. The three cate¬ 
gories arc based on the scientific iiterarure and on clini¬ 
cal expertise and represent varying levels of clinical con¬ 
fidence in the recommendation. Three varying degrees 
of clinical confidence are noted: 

ni Recommended with substantial clinical confi¬ 
dence. These recommendations are usually based on 
several well-controlled clinical trials that reported simi¬ 
lar findings or represent key principles of clinical psy¬ 
chiatric care with broad expert consensus. 

|ll| Recommended with moderate clinical confi¬ 
dence. These recommendations are usually based on a 
few positive studies or on less-consisrent data from 
many sources. 

(nil Recommended with lower clinical confidence or 
recommended on the basis of individual circumstances. 
These recommendations usually have nor been ade¬ 
quately tested or have conflicting reports about cfficacs 
but are consistent with expert opinion and with ac¬ 
cepted principles of treatment of smoking. 


!. EXECUTIVE SUMMARY 


^^m^millowin^^^utive^^mlrry is not intended to 
itself. T^etrearm^^>f smoking cessation re¬ 
quires the coi#i^®l§on of|^^^feccors and cannot be 
a^ec fa^cly reviewed in a Hrief si^mary. The reader is 
en^^^^ged to consult tf^^^^^ant portions of the 
gu^^^e when specific recommendations 

^pqmmended psychia^kTTff^agement strategies 


^smokers shtiuld ret 

* 8 lists the recomrj 
^Isee page 7l. | 

^ are a number o fp< 
®cndcnce that ma\| 
fual circumstances.' 


listed in table 7 (see 


treatments and their 


are a number of treatments for nico- 

Ti^^^^cndcnce that may^^^^ammended based on 
in^^Kual circumstances.nlh^^ncludc intensive be- 
hi^^^therapy |III|. educational/supportive groups 

M^i^ercfse flllj, hypnosis |II11, anorectics llll], anri- 
di^ressaiits huspirone higher-chan-nOrmal 

di^j^^ansdermal nicotine Illll, mecamylamine [llll, 
nijg^^c inhaler Illll, and sensory replacement [lin, 
^^Sfflcnts that (annol he recommended at this time 
fiff^T^atmcnt of nicotine dependence (either because 
tif data indicating lack of efficacy or lack of sufficient 
evidence supporting etficacyl include; contingency con¬ 
tracting, cue exposure, hospitalization, nicotine fading, 
physic)logic.a| feedback, relaxation, i2-scep therapy. 
ACTH, acupuncture, anticholinergics, benzodiaze¬ 
pines, p blockers, glucose, homeopathics, lobeline, nal- 
trextine, nutritional aids, reduction devices, silver ni¬ 
trate. sodium bicarbonate, and stimulants. 

Psvchiatnsrs should assess the smoking status of all 
their patients on a regular basis. If the patient is a 
smoker, the psvchiatnst discusses interest in quitting 


and gives explicit advice to motivate the patient to stop 
smoking, including a personalized reason the patient 
should stop fl|. When possible, advice may come from 
multiple sources in addition to the psychiatrist; e.g., 
from other physicians, nurses, social workers, etc. [1]. 
Written materials may be used as well as facc-to-facc 
interventions 111]. Since many psychiatric patients are 
not ready to quit, the goal of advice will often be to 
motivate patients to contemplate cessation by review¬ 
ing the benefits of quitting, discussing barriers to quir¬ 
ting, and offering support and treatment llll). If the pa¬ 
tient is interested in stopping smoking, a quit date 
should be elicited, treatment prescribed, and follow-up 
arranged 111). The minimal initial treatment for those 
who wish to quit includes written materials, brief coun¬ 
seling, and a follow-up visit or call 1 —j days after the 

quit date |ll|. 

If the patient has failed serious .ittempts without for¬ 
mal treatment, failed with nonpharmacological thera¬ 
pies. had serious withdrawal symptoms, or appears 
highly nicotine dependent, transderma! nicotine is rec¬ 
ommended |I|. If the patient prefers or if ad-lib dosing 
is needed, nicotine gum can be used instead of transder- 
mal nicotine |i|. if used alone, nicotine gum is to be 
taken on an every-hour basis |I1. If the patient is a 
highly nicotine-dependent or heavy smoker, higher- 
dose nicotine gum should he used |ll, .Nicotine gum can 
also he used on an ad-lih basis to supplement transdet- 
mal nicotine therapy [111. 

If the patient has had trouble stopping smoking for 
nonwirhdrawal reasons le.g., due m skills deficits I, he 
t)r she 15 a candidate for multicomponent behavior ther¬ 
apy |I|. The more effective components of behavior 


I 2 Am J Psyihutrs' Octnher I Siipplement 
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thfrnpy appear to be skills training/relapse prevention; 

rnpid smoking, m which patients mhale cigarette smoke 
evert' tew seconds; and stimulus control Strategies (I[!|. 
Some smokers also appear to bcnet'it from group sup¬ 
port 1U!|. 

Combined behavior therapy and nicotine replace- 
resent iimproves outcome over either trearrnent alone 
./nd IS r|commen<Jed when available and acceptable to 
t^^^^^ent |1|; hovveter, attending behavior therapy 
^ouTo nor be a prerequisite to receiving nicotine re- 
^i^TOgnt therapy |I|. 

smoker who has failed adequa,,'treatment, as 
^cribqd previously, and who is interested in making 
attempt to stopismoking, the psychiatrist 
yj^^&assess the adequacV^^mior treatments and 
the patient for residua! alcohol, 

psychiatric probims that need treatment III). 


atme^OTicnr has previous|^( 
tMnscWmal nicotine and 

related, three opti^^ 
gum .added to trai^^ 
mrtramdermal clonidine 
|II1. If relapse was due to 

S__ 


an adequate trial of 
^Jippeared to be with- 
^reasonable: at ad-lib 
^1 nicotine j!I), b) oral 
^ nicotine nasal spray 
^ther thitn withdrawal 


(e.p., stress), multicomponent behavior therapy should 
he considered ll|. If the patient has previous!) attended 

such therapy, more inrensit'e individual behavior ther¬ 
apy le.g., 1-2 rimes/week tor 2-.> weeks) .should be con¬ 
sidered 11111. 

Psychiatric and general medical patients who smoke 
and are on smoke-free wards should receise clear in¬ 
structions about the no smoking polic), advice to stop 
smoking, and education about the symptoms and time 
course of nicotine wichdrasval i til i. Those patients who 
svish to use the smoke-tree vyard to initiate a stop smok¬ 
ing attempt may receive the therapies outlined pre¬ 
viously |l|. Patients who do nor wish to stop smoking 
permanently and who evidence nicotine withdrawal 
mav be instructed in behavioral strategies to decrease 
withdrawal symptoms lilll and provided nicotine re¬ 
placement (patch or guml 1111. 

There is a possibility that smoking cessation might 
modify psychiatric symptoms (see table 6. p.age a) such 
that it interferes with the diagnosis and treatment of 
psychiatric disorders (8). Cessation can also dramati¬ 
cally alter blood levels of some psychiatric medic.itions 
(sec cable 5, page 5) (8) jlll. 



sFINITJON. EPIDE.MIOLOGY. AND NATURAL HISTORY 


^It-lV NICOTINE US^^^|D£RS 

B^l-IV includes nicot^^^^endence and nicotine 
^^Trawal as disorders.abuse is not included 
clinic.illy signi(|saU 3 £,^.psychosocjal problems 
IS^obacco use are rare (9). c^icotine intoxication is 
liMot included as it is^e^l^e. 


ICIFIC FE.A.TURES OF DIAGNOSIS 


k'Driiie (dependence 


^^x;implcs of how the generic DS.\1-!V criteria for 
^^^ance dependence apply to nicotine dependence arc 
^^^rared m t.ible 2. The applicability and reliability tjf 
fne ^S^ I diagnosis of nicotine dependence appears high 
its validity has not been well tested. 

■Another widely used measure of nicotine dependence 
is the Fagerstrom Tolerance Questionnaire or the more 
recent version—the Fagerstrom Test for Nicotine De¬ 
pendence Itahle 3} 111, 12). Scores of greater than seven 
on these scales indicate nicotine dependence. 

The seventy of nicotine dependence can he illustrated 
by the fact that only ,33 % of self-quttters remain abstinent 
for 2 dats and fewer than 5% arc ultimately successful 
on ,1 given quit attempt 113, 14). The strength of nicotine 
dependence \ ij cigareitc smoking is due to several fac¬ 
tors: .il nicotine produces a multiplicity of positive rein¬ 
forcing effects (e.g., improved concentration and mood. 


decreased anger and weight), b) a bolus of nicotine 
reaches the brain within 10 seconds after inhalation, 
producing an almost instantaneous effect, c) nicotine 
dose can be precisely controlled by the way a cigarette is 
smoked, d) smoking occurs frequently (e.g., a pack-a-day 
smoker self-administers nicotine .iboiit 200 times a day), 
and e) there are many cues tor smoking (15). 

Nicotine dependence and withdrawal can develop 
With afl forms of tobacco use (i.e.. cigarettes, chewing 
tobacco, snuff, pipes, and cigars) and can be maintained 
with nicotine replacement (i.e., nicotine gum, patch, 
and nasal spray) (16, IT). The ability of these products 
to induce or maintain dependence and withdraw.i! in¬ 
creases with the rapidity of absorption of nicotine, nico¬ 
tine dose, and availability of the product (15). 

Smoking has been labeled the most important pre¬ 
ventable cause of death and disease (I 8, I 9|. Smoking 
is responsible for 20% of ail dc.uhs m the U.5., and 
45°o of smokers will die of a tob.tcco-induced disorder 
(201. Cigarette smoking c.tuses lung, oral, and other 
cancers, cardiovascular disease, chronic obstructive 
pulmonary disease, peptic ulcers, gastrointestinal disor¬ 
ders. matcrnal/fetal complications, and other disorders 
(20, 21). Secondhand smoke causes the deaths of thou¬ 
sands of nonsmokers and morbidity in children and 
other relatives of smokers (22. 23). Smokeless tobacco, 
pipes, and cigars also cause oral cancers and other 
problems (20). .■\lthough nictnme itself might cause 
health problems, most of the tobacco-induced disorders 
appear to be due to the carcinogens .ind carbon mon- 
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NICOTINE DEPENDENCE 


TABLE 2. DSM-IV Diagnostic Criteria for Substance Dependen ce and Esamples of Their Application to Nicotine Dependence (10) 

A maladspcive partem ol' substance use. leading cimicaliy significant tfnpairmcnt or distress. 
a manifested by three [or mt>rei ol the following, occurring at anv time in the same 12-month period; 


Criteria 

Tolerance, as defined by cither 

A need for maricedly increased amounts of rhe substance ro achieve 
mioxication oc desired effect 

^*5wlarkl^lv diminished effect with continued use of the same amount 
^ of th^substance 

as manifested by either 

characteristic withdrawal syndrome for the substance 
^^^^^stance is taken to relieve or avoid withdrawal symptoms 
r^Thesulstance is often taken in larger amounts or over a longer pe- 
nod ^an was intended 


persistent desire or unsdci 



ful effort to cut down sub* 


.^ical of lime ts spent in'actis'itks necessary to obtain the sub- 


stat^g use the substance or ^ 
mpo^nt social. occup3tiona|x 
^ 1 ^^ reduced because of sufP 
^^^^stance use is continued! 
^^mt or recurrent physical ^ 
hkel) to have been caused otL 


S f^m Its effects 

^tona! activities are given 

|ipjte.^nowlcdge of having a per* 
m^^ogical problem that is 
a^klted bv the substance 


Examples 


Most smokers escalate use to 1 pack/day or more hv age 1 > 
Absence of nausea, dizimess, etc. 


See tabic 4 

Many smokers light up immediately after hemp in a smoke-tree area 

N5ost smokers do not intend to smoke 5 years later, hur m tact, 
over 70% continue to use 

77®1> of smokers have tried to stop. 55®o of these have not been 
able to stop despite repeated attempts and only .s%-l0®o ut sclf- 
quirters arc successful ^ 

Leaving worksite to smoke 

Not taking a iob due to on*iob smoking restrictions 

Many smokers have heart disease, chronic ohstruciivc pulmonary 
disease or ulcers and continue lo smoke 


lems and Scoring fo? Fa»rstipm Test for Nicotine Dependence (I U 


rOpNSKL f }Cii>wrt\Nw 

-Tow soon arrer vou svake i 

first 


feyou smoke your 


ou find it difficult lo refrain^te^ smoking m 
bees where it is forbidd^^^^^n church, at the 
orary, m the cinema, 

S fewV.WO.SSV>;,., 

nch cigarette would vouvjaie moS to gwe up? 


Hwv many cigarettes/day 


f^you smoke mote irequently during the first 
lOuts of waking than during the rest of the day? 

iyou smoke if you are so ill that you are in bed 
Bost of the dav? 


Answers 

Within 5 minutes 

6-30 minutes 
31-60 minutes 
After 60 minutes 


The first one m 
the morning 
All others 

10 or less 
11-20 
21-30 
31 or more 


oxide in tobacco smoke rather than nicotine itself (24, 
25). Smoking cessation dramatically reduces the risk of 
heart disease and cancer and prevents continuation of 
the decline in lung function in those with chronic ob- 
sttuccive lung disease (18). 

2. Nicotine withdraival 

The DSM-fV criteria for nicotine withdrawal are listed 
in table 4. In addition to these symptoms, craving for 


(11) _ tobacco, a desire for sweets, increased 

Points coughing, and impaired performance 
T on vigilance tasks may occur (16, 17). 

, Withdrawal symptoms begin within a 

i few hours and peak 24-48 hours after 
tes 0 cessation (17). Most symptoms last an 

average of 4 weeks, but hunger and 
p craving can last 6 months or more (17). 

Nicotine withdrawal symptoms are 
due, in large part, to nicotine depriva- 
n 1 tion (16, 17). Cessation of smoking can 

^ cause slowing on EEC, decreases in cor¬ 

tisol and catecholamine levels, sleep 
0 EEC changes, and a decline in metabolic 

1 rate (16). The mean heart rate decline is 

- about 8 beats per minute, and the mean 

weight gain is 2-3 kg (16). Withdrawal 
j is usually most severe from cigarette ab- 

I stincnce compared to other forms of to¬ 
bacco and nicotine medications {16, 
^ 17). As with all withdrawal syndromes, 

- the severity varies among patients (16). 

Cessation of smoking can produce 
clinically significant changes in the 
blood levels of several psychiatric medications (table 5) 
(8). For e.vample, smoking decreases clozapine and 
haioperidol levels by 30% (8). This effect appears to be 
due, not to nicotine, but rather to the effects of ben¬ 
zopyrenes and related compounds on the P450 system. 

Withdrawal symptoms can also mimic, disguise, or 
aggravate the symptoms of other psychiatric disorders 
or side effects of medications (table 6) (8). For example, 
when an alcoholic smoker who is also nicotine depend¬ 
ent is admitted to a smoke-free ward for alcohol detoxi- 
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MCOTINK DEnkMitNC t 


hcaiion. his or her anxicry. depression, dif- 
ticulty concencraring. insomnia, irritahil- 
uv. and restlessness could be due to or ag¬ 
gravated by nicoiine withdrawal. .Also, al¬ 
though uncommon, cessation .ippears to 
he able to precipitate a relapse of maior 
depression, bipolar disorder, -and -ilcohol/ 

drug problems 12. 261. 

*■ '<!■ 

I 

ijEMIOLOG'i' AND NATURAL 
HISTORY 

^^^^^sent, approximately 50% of the U-S. 
it.j^pulation have never smoked, 25% 
rent smokers (*48 mIftrOTl, qnd 25% 

’ mokers (11). Amo ne^ fB^nt smokers 
[cigarcrle smokers, with fess^man 
ess tobacco (11). 
per day is about 


TABLE 4. DSM-IV Diagnostic Criletia for Nicotine Withdrawal 

A, 
b 



C- 

D. 


Daily- use ot nicotine for jr leasr seseral weeks 

Abrupr ccssanon til niyoime use, ur reduenun m the jmciunt ol nicotine used, 

loilowtd Within 24 hours by (our lor morel ol the tollowmp signs; 

1. desphorie or depressed mood 

2. insomnia 

a. IfntahiliTs*. frustration or anger 

4. jnxictv 

5. difiicultv concentrating 
rt. restlessness 

decreased hcari raie 
S. increased appetite or weight gam 
The symptoms in Criterion B cause clinically significant distress or 
impairment in social, occupational. c>r other important areas or functioning 
The svmptnms are not due to a general medical conditio - and are not better 
accounted for by another mental disorder 



are occasional otf 

, 1). The prevalence 

j_lly in the U.S,; how 

uniform and has abated n 
smoking has declined less 
rr^^^non-Caucasian, Icssj 
\y^h pswhiatric or alcohoj 
^median^^f ini 
g^tric pr^^j^rs of i. 
use and abi^e^^lcoh 
deficit, disorae^^^d dc 
precedes the nor 
disorders (2). Tw 
hje^ta^ility of smoking is as 
tfK^^r alcoholism l28. 


most arc 
% usingcigars, pipes, 
,e rrtaan number of cigarertes 
{T^^rween 8“/o and 15% of 
okers {<5 cigarettes/ 
ing has declined dra- 
decline has not been 
7K The prevalence of 
who are younger, fe- 
d, or poor and those 
g problems (27). 

|)f smoking is IS (5). 
ation of smoking include 
gther drugs, attention 
symptoms; howes'cr, 
at onset for most psy- 
tes have found that the 
as, if not greater than, 
ie of the heritabilitv of 



s^aokipg IS shared with aiid^me^is independent of that 
■' 'loholism (30). ^ 

tin a few years of 
develop dependc 
;rs in their rwentl^ 

"ice (31). Also, wicliih 
-lokcrs note withd| 



TABLE 5. EHect of Abstinence From Smoking on Blood Levels of 
Psychiatric Medications (&). 

Abstinence Increases Blood Levels 


^oking^ most smokers 
T. For example, 50% of 
^DS.VI criteria for de- 
Te^- years of daily smok- 
^•mptoms upon cessa- 
[51. .Among older adult dally smokers, 87% (40 
li(^) arc estimated to meet DSM-iV criteria for nico- 

fependence (32). 

)iur one-third of adults who smoke make a serious 
31 to stop smoking each year 1 27). Over 90°o of 
attempts to quit are made without formal treat- 
With self-quitting, 33% of smokers are ab¬ 
stinent lor 2 days and 3%-5% are abstinent for 1 year, 
after which little relapse occurs (13, 14). .Most smokers 
make several quit attempts, so that 50% of smokers 
eventually quit (2“). Smokers with a past or present his¬ 
tory of anxiety, depression, or schizophrenia are less 
likely to stop smoking (2. 8, 33, 34). This could be due 
to several factors, including increased nicotine with- 


Clomipramine 

Doxepin 

Oxazepam 

Clozjpinc 

Fluphcnazinc 

Nofiriptyline 

Desipraminf 

Halopcndol 

Propranolol 

Dcimcchyldiazepam 

Imipramme 


Absrm^ncc Drtcs Nor Increase Blood Levels 


Amitripfyljne 

Ethanol 

.Midazolam 

Chlordtazepoxide 

Lorazepam 

Triazolam 

Effect of Abstinence on Blood Levels is Unclear 


-Aipraiolam 

CWorpromaaine 

Diazepam 


TABLE 6. Some Examples of Nicotine Withdrawal Symptoms That 
Can Be Confused With Other Psychiatric Conditions (8) 


-Anxiety 

Depression 

Increased RE.M sleep 

Insomnia 

Irricabilip- 

Restlessness 

Weight gam 


drawal or nicotine dependence, less social support, or 
fewer coping skills (2). Smokers who have current alco¬ 
hol abuse/dependence problems are unlikely to stop 
smoking unless their alcohol problem resolves (34). 
Whether alcohol/drug abusers in recovery arc less likely 
to stop smoking is unclear (34). 

.About 50% of adults who attempt to stop smoking 
will meer DSM-IV criteria for nicotine tvithdrawal (I 7). 
Smokers who have withdrawal-induced depression or 
severe craving are less likely to successfully stop smok¬ 
ing (2, 17). In addition, fear of weight gain appears to 
be a major deterrent to cessation anempts, especially 
among women (35). The presence of cues for smoking 
is thought to be crucial in producing withdrawal; thus, 
withdrawal during inpatient stays on smoke-free units 
is often not as severe as expected (16). 
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m. TREATMENT PRINCIPLES AND ALTERNATIVES 


A. INTRODDCTR^N 

There jre many stmil.uiries between nicnnne and 
other drug dependencies sah, AT). There are also sig¬ 
nificant dit'tcrences. For example, although nicotine 
dependence produces dram.itic health problems, it 
g^Silly does not produce significant interpersonal, fi¬ 
nancial, legal, or psychological problems. Thus, the 
ent guidehnes wil! in some respects he similar to 
in others different than the Aiiicru\in Psychiatric 
As^iciation Practice Gitidclinc far the Treatment of 
with Siihstaii^ Use Disorders: Alcohol. Co- 
e. Opinids (381, ] 

e following sectii^^comain data regarding the 
cN impact of a s arie^y.of tcMtmcnts for patients who 
4,'|:e. It is important that the bulk of these 

da ;n are derived from patient groups who arc 

h*?: under psschiatric care JExceptions to this are 
^^|rd.) Expert (udgmer^^^^^en used to determine the 
applicability of these popul.itions under con¬ 

sideration in this cuide 


I. Readiness to change anci niarn atioii to ..fun 





ATNf 



OALS 


ong-tertfi abstmcnc^^he pltimate goal tif the tre.ir- 
menr of ilfel^^deperp^g^i^nitial goals include mov- 
smokers from noicontcmplating smoking cessa- 
to conccmplarin^^^^ion, to initiating a quit 
^mpt, to quitting for a^^^pcriod 111 | (39). Whether 
^ reduction |e.g,,^^^^ng to low nicotine ctga- 
Ctes or curnng dtswlnTtrTTfie number of cigaretres 
ked) IS an acccpcaffteTTOl^is debatable because the 
Irh benefits from these ac 
ted, compensator 
consider harm rci 
undermine later 
-term use <sf nic 
e smokers is also'Uebata 
raw'.il IS .tn important goal in .and of itself, espe- 
ly for those on smoke-free wards |81- Nicotine in¬ 
toxication IS rare; its treatment is not covered here, and 
reader Is referred to tuher sources 1 - 12 ). 




ins are not well demon- 
lors occur, and patients 
s a "safe haven." which 
attempts (40). Whether 
dication is jiecessary in 
le (41). Management of 


About 4()'T<i of current smokers are not 


consider,n 


stopping smoking in the foreseeable future i4 il, Thi"^ 


ESS.WENT 


The patient's current smoking status (c.g., current 
smoker, ex-smoker, never smoked, number of ciga- 
rctres/day) needs to he routinely determined. The com¬ 
prehensiveness of subsequent assessment is determined 
by the goals .md characteristics of potential interven¬ 
tions; i.e.. different assessments arc necessary tn guide 
the application of brief advice, the intensive tre.ntmcni 
of prior rrearment failures, or the relief of nicotine with- 
dr.iw.sl in an inp.mcnt setting. 


patients may he uninformed, demoralized about tKeir 
.thilit\ to ch.inge, or defensive .ind resist.int ro cFiangt 
■Many psychtatric partenrs are probably m this phaj,, 
(33. 44(. .Another 40'‘i. of current smokers .tre .irnhua. 
lent about quitting 143). These snuikers have given sc- 
nous thought to giving tip smoking hut are not vei 
read)' to commit ro quitting. .About 20"'.> of curreni 
smokers are intending to quit smoking in the ne.xt 
mtinths (43). Many of these p.atients have made a quit 
attempt in the p,ist year cir have taken small steps tn. 
ward quitting, such as cutting down on the number nf 
cigarettes that they smoke. .Making distinctions hased 
on readiness to change is important because, as outlined 
in section HLD.5., smokers who are not considering 
quitting appear ro need different treatments than thnsc 
who are ambivalent about stopping fir those presently 

interested in stopping. 

2. D(.rgfir»'//!g nicotine dependence 

Quantifying a smoker’s degree of nicotine depend¬ 
ence IS important because highly nicotine-dependent 
smfikers are more likeK’ t<i need more intensive (her- 
ap>'. especially pharmacotherapy (sec section III.F.). 

Table 2 illustrates the DS.M-IV criteria for substance 
dependence, with examples of how they .ipply to nico¬ 
tine dependence I lOl. .Although the DS.M system has 
not been form.illy tested as a measure to guide therapy, 
it does appear to he reliable and to have prospective 
validity (4.3—1“). 

The Fagerstrom scale assessments (table 3), widely 
used in treatment studies, have proven reliability and 
validity (12. 48). Thev have been shown to predict suc¬ 
cess at stopping smoking .ind, more importantly, lo 
predict which sntokers especially benefit frfim nicotine 
gum or nasal spray (see section ni.F.2.e.). 

Several orher markers of nicotine dependence have 
been proposed; c.g., number of cigarettes/dav. time ro 
first cigarccre (an irem on the Fagcrstroin scale), con- 
nine levels, amount of withdrawal on last attempt,; 
.md numher of unsuccessful quit attempts. However, i 
with the possible exception of time to first cig.iretre |48l, 
these h,ive vet to he shown to li.ive signilicant treatment 1 
utility, 

In summary, limb the DSM-IV and Fagersrrt'm seilc i 

assessments .ire recommended |ll|. 

). .Mfioisirors /or and harriers to ijiintini; 

The most common re.isons for try mg to stop smokm? 
are to improve health and in response to social 
i49l. The most common b.irners .ire tear <>l weigut^ 
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i 


ii 


TABLE 7. Strategies o( Psychiatric Management tor Patients Who 

Smokt 

• As^c^^ 'rrjokint niniiv.\(n>n qinr. mnrivjrors rf)r 

.tnd J'.uncr^ In 

• K'Mf'Nsh .1 rhcrnr»fiJiiL'.illijns-c 

• Aiiv i‘.f p.MK’n: n»-^u»p 

• A^Sl^f in 

• Arrjni;!.' nillnw'iip 



ni^^Ksr of wirlidrnwal, arid tear of failure (-49). As- 
ssment of moiivators and barriers appears helpful m 
patients and is recommended lllll (iO). E\- 
^errarlon <>t psychiatric symptoms is likely an addi- 
ti^jlJ^rrier for psychiatric patients i39). 



history 


percent of smok 
h thus, the lessons! 
lout these prior a 
le more important 
ker's reasons for q 
"atnc functioning when he 
relapse (e.g., whether the 
wmproms or exac 
w long he or shef 
he sou^^^^atme 
nr in dol 

freatment^^^ther I 
helped, andmi^^^cr ex(| 

[II|. 

’^hnsocidl factors 



^£5 ha,« tried to stop in the 
Te«^»i*eq and patient percep- 
’ ’need to be assessed 
be assessed include 
my change in psychi- 
yied to stop, cause of 
|was related to wirh- 
of a psychiatric dls- 
(a^d abstinent, whether 
^ adequacy of prior 
duration, compliance 
;he believed treatment 
is about future treat- 



r sr 



ince social support is .frnaltfnpredictor of cessation 


he smoking statii^' 

^r. current smokerl fjf othc 
fiends should be 
old are current sml| 
same time as the p 
patient should be 
s in the household 


never smoked, cx- 
in the household and 
|in|. If others in the 
eir willingness to quit 
nor to smoke in front 
ed. Whether and how 
nehds have supported or 


^^^mined prior quit atrempts should be assessed. 
P^tUviit preferences 



.okers v.iry in their treatment preferences. Many 
have strong likes or dislikes about pharma- 
cotherdpv, group therapy, and individual therapy. Pa¬ 
tients sometimes prefer to stop smoking on a certain 
d.ite. These preferences and their basis should be elic¬ 
ited and should be considered when developing a treat- 
menr plan |ni|. 


7. T^icalmelcotinine jnd e.nhon ninnaxtde levels 

Nicotine and cotinine levels can be measured m 
blood, saliva, and urine (521. Nicotine level can reflect 
smoking over the last few hours; whereas the level of 
ctHinme, a merahtrlitc of nicotine, is sensitive to smok- 


TA0LE 8. Recommended Treatments for Nicotine Dependence 


Therapies 

SnmatiL Therapies 

hchds'Hrr 

Njcfhtinr sum |1! 

fherapv |f| 

T r.msderniat niciitine 111 

Skills trainmiVrebpse pre* 

NisJOTinif ijufn or tron«si4erTn,ii 

s'eortnrt fill 

nicriTme hchjyuir 

Sfimuiuv v’r>nfrnl (?lf 

S*>cr>r)ne uum cransdermai 

Rapid smokint |II| 

nmiimt |ll| 

‘>{‘)j-hclp matcfi.Tis |ll| 

C'lfinidinc iH| 

Ntvf'tinc na«.Jil {lij 


mg m the las: 7 days and offers a better measure of total 
daily nicorine exposure i52l. .Measuremenr of cormine 
level has been proposed to help guide nicotine replace¬ 
ment, but the utility of this strategy has not been well 
tested (53). Carbon monoxide level is usually measured 
by breath and rcflects'‘smoking only over the last few 
hours (52). The major asset of carbon monoxide level 
IS that it is easily measured and can be used to verifv 
cessation when patients are using nicotine replacement 
(52). Carbon monoxide measurement can be u.sed to 
motivate cessation or reinforce abstinence, bur its effi¬ 
cacy is unclear (54). 

Patients usually arc truthful about their smoking 
status and the number of cigarettes smoked per day 
l55l. Thus, although the described measures show 
promise as helpful assessments, at present they are not 
necessary for evaluation of smoking cessation. 

S. Overall psychiatricfgeneral medical evaluation 

Psvchiatric assessment in smokers places special em¬ 
phasis on screening for affective and substance use dis¬ 
orders because these disorders arc prevalent among 
smokers and have been shown lo interfere with smok¬ 
ing cessation {II (2, 34). Smokers should also be briefly 
screened for the signs and symptoms of most common 
causes of morbidity and mortality among smokers; i.e., 
cardiovascular disease, lung cancer, and chronic ob¬ 
structive pulmonary disease (20, 211. Among smokeless 
tobacco, cigar, and pipe users, mouth and upper airway 
cancers are the most common causes ol tobacco-in¬ 
duced mortality, and patients should be screened for 
their presence (20. 211. 

D. PSYCHIATRIC .M.^NAGEMENT 

In this guideline, psychiatric management refers to 
the skills and techniques that are critical to the care of 
ail patients with nicotine dependence (table 7), regard¬ 
less of what specific techniques are used (table 8). These 
techniques are common to ,il! smoking interventions 
and should he used with all smokers. iVleta-analyses 
have found such techniques to increase quit rates by a 
factor of 1.5 to 2.0 (3, 56-58). in addition to the pres¬ 
ent guideline, several other descriptive reviews of the 
skills and techniques critical to smoking interventions 
have been published (59-671, 
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NICOTINE. DEPENDENCE 


W 



I. Estjblishing j therapeutic alliance 


Nicotine dependence is a chronic relapsing disorder; 
e.g., most smokers require 5-7 attempts before they fi¬ 
nally quit for good (27), Many patients don't realize it 
usually takes several attempts to stop smoking, and 
they vvil! need to be remorivared to attempt to quit after 
fajlure [tl] (til). Because of this, it is important to es- 
' tabl^h j therapeutic relationship such that the patient 
^return to the psychiatrist for subsequent quit at- 
ipts, if necessary (61). 

.^d^ice IS best given in a noniudgmental, empathic, 
~|ortis'e manner fill] (39, 6 11. No studies have been 
conducted to test v,hethcr confrontational styles of in- 
^ f ntions used in trea^g other drug depertdencies are 
^^1 with smoking. In f5t^eMS with a present or past 
{hiatric disorder, it ^^^^tant to convey the mes- 
that simply having psvchiatric disorder is not a 
i^n not to make a [II] (63, 68). 



he treatment settin, 


eaiment best occ 
cessation |61).The psyi 
is or her worksite sm 
^^’chiatric inpaiier^ 
t, as djsQi*s*!i4 later' 


fiotxs 


Increasing motii 
kers who are nor 






i^system that encourages 
should consider making 
|(61, 69). Achieving this 
av be especially imnor- 
n lV.C.3.a. 


ition a'pei readiness to change. 

stop or are ambivalent 
^ut stopping smokinglnre^iyen motivational interven¬ 
es such as personali^^^rormation and feedback on 
risks of smoking tl^tmrpi|rticular to the individual 
|ient (IIIl (39). If leel^f».g*M®i,demoraIization are uncov- 
I'd, they can be addressed byjnforming the patient that 
|n the most commir^^lll^ers make several quit at- 
iipts before they ar^hnal^successful fill). Revisiting 
joking cessation at j^^^^^ntervals, especially when 
sking-related illnesxM^^bronchitis) or other special 
lations (e.g., pregna^^^fflld with asthma-) occur, can 
times motivate smokers to consider quining fll]. 
’^^pdeumenting smoking status in rhe medical record may 
^ nelp to facilitate such follow-up. 

^^^mokers may e.xpress negative feelings or fears about 
yitting. Problem solving around these fears appears 
I'ul full. Clarification and legitimation of their feel- 
ind expressions of support and respect also may be 
helpful (HI]. It is useful to explore the smoker's reasons 
for smoking as well (III). Smokers who become chroni¬ 
cally ambivalent may benefit from encouragement to 
take small steps toward action, such as reducing the 
number of cigarettes they smoke or trying to quit for 
just 24 hours [Illj. The psychiatrist supports self-effi¬ 
cacy by identifying and praising past behavioral change 
and encouraging the use of strategies effective in the 
past. Finally, and most importantly, no marrer what the 
smoker's level of motivation, direct advice to stop 
smoking should be given []). 



Strategies such as those mentioned have been formal¬ 
ized in the stages of change and motivational enhance¬ 
ment models. There are only a few studies verify ing the 
efficacy of providing advice for smoking cessation 
based on stages of change (?0l. .\lthough motivational 
enhancement therapy appears to be effective for alcohol 
dependence, its effectiveness with nicotine dependence 
has not been tested. On the other hand, clinical experi¬ 
ence indicates that these approaches may be useful [Illj, 
b. Initial intervention for patients who u'lsh to stop. 
The most widely used initial interventions are the Na¬ 
tional Cancer Institute's 4 As strategies based on smok¬ 
ers seen in general medical scriings. The program con¬ 
sists of four steps, or four As l6l): 

» Ask and record smoking status (covered in section 

in.c.). 

• Advise to stop; Clear direct advice to stop smoking 
is essential, it is best to elicit a personal reason to stop 
smoking from rhe patient. One of the best ways to elicit 
such reasons is to ask if the patient has thought about 
stopping before and why he or she was interested in 
stopping on the most recent occasion. 

• Assist the patient in addressing cessation; The psy¬ 
chiatrist should elicit a commitment to quit. If a specific 
quit date is agreed upon, the psychiatrist should offer 
treatments at that time or immediately before the quit 
date. If the patient is not ready to make a commitment 
to a quit date, the psychiatrist should plan to readdress 
smoking at a later dace, encourage the patient to recon¬ 
sider, and offer to help if the patient changes his or her 
mind. In addition, rhe psychiatrist should give written 
materials focused ori either morivaring the patient to 
make a quit attempt or suggesting tips on how to make 
the cessation attempt successful. 

• Arrange follow-up; If the patient is attempting 
smoking cessation, the psychiatrist or the psychiatrist’s 
staff should call or see the patient 1-3 days after the 
quit date. Waiting 7-10 days after the quit date is usu¬ 
ally too long, as many patients relapse in the first few 
days after the quit date (J31. 

Brief advice by the physician based on protocols simi¬ 
lar to the National Cancer Institute approach typically 
doubles quit rates from approximately 5% to 10% [I] 
(3, 56-58, 71, 72). .Advice from nonphysicians is also 
effective 13, 581, and advice from multiple sources is 
more effective (3, 58). .Although not testeid, brie/advice 
is probably less successful in those psychiatric patients 
who have poor self-esteem and a more chaotic social, 
environmental, and psychologic status. Nevertheless, 
such brief advice from the psychiatrist and ocher psy¬ 
chiatric personnel (e.g., nurses, social workers) is a rec¬ 
ommended treatment because it is a base therapy upon 
which other therapies can be added as needed [I]. 

■<, Educating about nicotine dependence and its treatm^ 

Many smokers don't realize their smoking may be a 
form of nicotine dependence (111. Key points to convey 
to patients include; a) the large maiority of smokers try 
multiple times before thev ftnallv quit, but with persist" 
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ence half of all smokers quit; hi the nature (sec table 41 
jnd duracron M \s,'^eks or longrr) of true withdrawal 

symptoms; C) nicotine withdrawal can be relieved with 
nicotine replacement; and d) most smokers fail early on, 
but if the smoker is able to remain abstinent for 3 
months, relapse is unlikely (lilt (61). 

of ccss.itiD’i attempt 

of the cessation attempt is based on ihc 
p^ent's readiness to change (see section ni.D.3,b.) and 
tl^^^^^iacrist's evaluation of wherher the patient's 
status is sufficiently stable 1111) (68), Thus, 
ce^sarion of smoking would likely not be recommended 
patient is c-xhibtrinit^sychiairic symptoms but 
recommended whcit^^^toms have abated 
a^Q maintenance psvchothe|^^or pharmacotherapy is 
^^^^■|III (68).’ , p..' 

' Sincq^moking cessation mduce withdrawal 
s that could incerf^^^^psychiatric diagno- 
treatment and since ^ess^on can change the 

edications (tables 4 
lend cessation when 
a psychiatric dis- 
_ kation has to be de- 
si|rc to keep cessation 
is at a later time (1), 
j^mes' smoking cessation 
tyljf changes that are a 
int (e.g,, during ces- 
• A.l,), Also, admis- 
can be used to mo¬ 
lly, intervention is 
; 3 tly been diagnosed 
avsmoking-relared illhess, aJ smokers with such 
^ generally have h^Fer^Si^ccess rates (49, ~3) 
jtion 'V.B.i.l. 



vels of several psyci| 
'I, it may be best to| 
no major changes in rhe tr 

iay^Vthtgpsychiatrist sho 
[eatmen^^ list c 
je other^baoid. so 
ae mcegwt^^rnto thei 
sarr of^certain p^Wiatric 
alcohol use) {see 
smoke-free inpat 
cessation attem 
Id if the patient h 






versus gradual 

patients use and S^ap^^^inicians recojnmend 
j br^t cessation of smoking ratnd than gradual reduc- 
ti^^^). Gradual reduction has been thought to be less 
su^lssful because patients appear to have difficulty 
v^ng further reductions once smoking 5-10 ciga- 
er day (53), On the other hand, most of the sci- 
etS^¥^data available suggest no difference m the out- 
abrupt versus gradual cessation (3, 53, 56, 
o); thus, patient preferences to use gradual reduction 
should be respected lltl|. However, with a gradual ap¬ 
proach, patients should be advised ro set a dare by 
which they will completely stop (III) and not to use 
nicotine replacement therapy until they have stopped 
using cigarettes [111. 


7. Dealing with weight gain concerns 

One ot the most common fears around smoking ces¬ 
sation 15 weight gam |76). On average, smokers weigh 
2-3 kg less than persons who have never smoked and 


when they stop smoking they gain weight until they arc 

similar in weight to those w'ho have never smoked (35 ). 
The large majority of smokers gain weight over the first 
few months posreessation, but many later lose much or 
all of this weight. Women who are already trs ing to 
keep weight off gain the most 177). 

Even though the health benefits of stopping srnoking 
clearly ourweigh the health risks of weight gam (35), 
fear of weight gain is a major deterrent to smoking ces¬ 
sation, especially among women (77), However, weight 
gain after stopping smoking does not cause relapse to 
smoking (17), In fact, concentrated efforts to control 
weight gain by dieting during abstinence increase, not 
decrease, relapse back to smoking (78. 79). This may he 
because trying to stop smoking and trying to diet at 
the same time is just too difficult. Rather than dieting, 
increasing physical aciivity upon cessation, learning 
healthy eating strategies, or convincing the smoker to 
tolerate a moderate amount of weight gain over the first 
3 months and to work on losing weight later on can be 
recommended jllli (80). Nicotine gum, but nor the 
nicotine patch, appears to delay weight gain and could 
be used to delay attempts to control weight until relapse 
to smoking is less likely [111] (81) 

8. Advising about alcohol and caffeine use 

Alcohol use is a risk factor in most studies of smoking 
relapse (82); rhus, either diminishing alcohol intake or 
abstaining from alcohol is recommended jl[l|. Caffeine 
use typically does not change with cessation (17). and 
whether caffeine use is a risk factor for relapse is un¬ 
clear (83). Smoking increases the metabolism of caf¬ 
feine. and smoking cessation increases caffeine levels by 
50%-60“''o (84). Since many of the symptoms of caf¬ 
feine intoxication and nicotine withdrawal overlap 
(e.g., anxiety, insomnia, restlessness), reducing caffeine 
intake postcessation might be helpful; however, the one 
study to test this hypothesis was negative (84). In addi¬ 
tion, abruptly stopping caffeine could induce a with¬ 
drawal syndrome of its own (85), In summary, with this 
contradictory evidence, patient preferences on whether 
to change caffeine intake should be respected jll!|. 

9. Follow-up visits 

The first follow-up should occur within 1-3 days af¬ 
ter the quit date, as the majority of smokers relapse in 
the first few days [1) (13). The scheduling of further 
follow-ups should be determined by the patient's per¬ 
ceived need, past history of cessation, past psychiatric 
history, whether he or she is taking a medication 
whose blood level might increase with cessation (table 
5). anti wherher he or she is raking anrismoking medi¬ 
cations that require visits to monitor side effects or 
plan tapering IIII). 

At follow-up, the psychiatrist assesses whether the 
patient has smoked and, if so, the number of cigarettes 
smoked per day |II[ (61). The psychiatrist also assesses 
the severity of withdrawal sv mptoms, the onset ot any 
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psychi.itnc s\'mproms or jlc<ih()l/drun use, how the pa¬ 
tient dealt with hlgh■ur^e situatn>ns. any medicatinn 
^ide effects, etc., and tailors the treatment accordinyly 
|ll| (61). .Most, but not all. studies su(>nesi that brief 
ft>l1(iw-ups (includinj; telephone calls) increase quit 
r.itcs [III (57, 5fi|. 

DCiiliirg wnh slips Lind relapses 

\ 

^ince smoking even one cigarette during a cessation 
tempt very often portends a full-blown relapse (86), 
reports of slips should prompt immediate planning 
’'lund either changes in behavior thcrap,. 'te.g-. dis¬ 
cuss ways to avoid or cope with situation that led to 
) or pharmacothtyapy (e.g., increase dose, change 
Indications] lil!|. If fftitv^^nt has fully relapsed, the 
chiatrist should patient for even limited 

Recess I nil. The pa^nt and the psychiatrist should 
discuss what wSfS' ka‘rl^ed vvith this quit attempt 
ike to think about trying 




when the patien 
am |lll|. .Most pa 
crested in stoppin 
ould discuss setcin 
sation .itternpt |]II|. 




. 7 . htlrdciliCtlDil. Bi 
eory that learning 

ent, maintenance.; 
e recommendation 
ement I see section 



|io relapse continue to he 
jng; thus, the psychiatrist 
e.ro reconsider another ces- 


TRE.JiT.MRSTS 



avioral therapy is based on the 
cs operate in the develop- 
^sation of smoking. .Vlany of 
ed under psychiatric man- 
arc actually based on the 
inciples of heha\it^aUJacy py. The following sectitms 
riefly describe formal bchaynura! techniques for ccssa- 
pn. For more info|^g@@|g^. the reader is referred to 
veral recent descrtotivcl^l, 62, 65. 67, 7). 72, 74. 
'-‘^11 and meta-arp^^^^, 57) reviews of behavior 

fierapy. t |.; 

P h. Goats. .Maior 


^^f behavior therapy are to 
ange the antecedents (including cognitions) to smok- 
g, to reinforce nonsmoking, and to teach skills to 
.woid smtiking in high-risk situations. 

Efliiacy. There are over U)0 controlled prospective 
Judies verifying the efficacv of behavior therapy (.i7, 
^1. ~2, 1^2). Typically, behavioral therapies are a mul- 
al p.ackage of several of rhe specific treatmenrs de¬ 
scribed later in this guideline. In most reviews/meta- 
analyses, 6-monih quit rates with behavior therapy 
packages are 20"'o-25%, and behavior thcr.apy n pi¬ 
ca lly increases quit rates twofold over control grtiups 
l3, 56. 57, 7 1,72, 90, 92). Given this large darabase of 
efficacy, multimodal behavior therapy is a rectim- 
mended firsr-lme therapv |1|. 

d. Specific tcehiuqiics. ,-Although multimodal behav¬ 
ior therapies have been validated, much less research is 
available on the efficacy of the individual techniques in 
the behavioral thcr.npy p.ickage. The following sections 


review each technique and indicate those that are rec¬ 
ommended treatments. 

11 Skills traiijiii^/rcLlpse prcreiUtdit. Skills training, 
relapse prevention, .and rheir variants iprnhiem soK ing. 
coping skills, and training in stress management) base 
patients anticipate a large number ot situations nr proc¬ 
esses that .ire likelv to lead to urges to smoke or to prompt 
a slip (e.g.. a parry, an argument, a thought), Earb' on m 
cessation, it is often best to avoid high-risk situations 1 91 1 . 
Later, patients plan strategies ro cope with these situ¬ 
ations. Behavioral coping includes remos mg oneself from 
the situation, substituting other heh.iviors (e.g., exercis¬ 
ing, taking a walk), or urilizmg skills to m.inagc rhe trig¬ 
gers le.g., refusal skills, assertiveness, time management!. 
Cognitive coping includes identifying maI.idaptue 
thoughts, challenging them, and suhstituitng more ettec- 
tive thought patterns (e.g., reminding oneselt of why it is 
important to stop smoking or that the urge ss'ili passi. 
Another target Is to pres ent the abstinence violation efteci 
chat transforms a slip to a relapse (e.g., nor viewing a slip 
as a catastrophe!. 

The results of individual tri.als specifically testing 
relapse pretention have been mixed (91. 9.i). However, 
two recent meta-anaiyses concluded problem soK- 
tng/skills trainingyrelapse prevention signific.intly in¬ 
creases cessation rates la, .^6); thus, skills rraining/relapst 
prevention is a recommended component treatment 11I|. 

2> StiifiiiUts idiitrol. Stimulus control usually in¬ 
cludes self-monitoring prior to a quit attempt to facili¬ 
tate identification of stimuli associated with smoking 
|741, .Stimulus control also includes initially removing 
or avoiding cues associated with smoking to reduce 
urges to smoke. Patients are encouraged to discard all 
cigarettes, remove lighters, ashtrays, and m.itches, and 
avoid other smokers and siruations associated with 
smoking. 

Studies of whether stimulus control is ef)cctivc on 
Its own have produced mixed results (a). However, 
stimulus control appears to be a very helpful procedure 
in multicomponent treatment in that it serves as the base 
for many behavioral techniques (e.g., relapse preven¬ 
tion); thus, stimulus control is a recommended treat¬ 
ment component of behavior therapy 1!!|. 

Ji Aversive therapy. The rationale of aversive 
therapy is to make smoking more aversive and less re¬ 
inforcing by inducing mild nictitine intoxication svmp- 
toms of nausea, dizziness, etc., when the patient smokes. 
The original s ersion of this type of treatment «as r.apid 
smtiking. in which p.itients inh.ile cig.iretie smoke every 
few seettnds l7l, '’2). Many well-controlled studies of 
rapid smoking have been conducted, and most reviews 
and meta-analyses have concluded rapid smoking isef- 
fic.Tcious 13, 51, 56. ”1, 72, 74, 92). C.ompliancc with 
rapid smoking, as with all aversive therapies, is difficult, 
and a strong therapeutic alliance or a prion contracts 
may he used to improve compliance 1111]. Other, less- 
aversive versitins of therapy include focused smoking 
in which smokers smoke at a regulated rate, and smolte 
holdingand rapid puftmg, in which p.itients smoke ra^ 


idiv hut do not inhale. Whether these less-.iversive rev 


h- 
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niques are as etiective as rapid smoking is debatable (51, 

71, 72. 74, 921. 

Although most therapists no longer use rapid smok¬ 
ing because ot health and compliance concerns, rapid 
smoking appears to be safe m healthy patients (51, 71, 

72, 74) and those with medical disorders may be able to 
participate with medical supervision jll). In summary', 
rapi^smoking is a recommended component of behavior 

k ther^y for those smokers willing to comply [II]. 

Social support. Although many studies indicate 
^"'social support for stopping smoking is a predictor of 
^g^^ion, attempts to harness social support as an in¬ 
tervention have been mostly unsuccessful (51, 72, 74). 
systems, increasing cohesion in group therapy, 

teaching spouses to i^^iforcp not smoking have nor 

S rently increased 51,72, 74). The lack 

cess of such inrerv^ions is likely related to their 
to influence the 1^1 of^i^pporc. A recent study 
that^'as successful in enfa^n^ levels of social support 
iic^ihance smoking ce^^^^utcomc (94). Mostcli- 
fapis and programs a^kes^ocial support because 
>f social support undermine cessation 

arterhpts (95). In summ M8^S^ al support lacks suffi¬ 
cient evidence to be recommended but is a promising 
?nt. 

Contingency manahern^nt. In this procedure. 





. are 

_fnration 

by the loss#^ rewa 
a d^osit that is cithe 
^ing or forfeited foi 
; level as an objectiv 
contracting is effect 
" . but whether this 




not smoking with the 
or punished for smoking 
example, patients place 
ed contingent on not 
g, using carbon mon- 
^sSre of smoking. Contin- 
iie the contingency is in 
.^^rsists after the contin- 
is removed is unclp^^Ci^j^l,' 72. 74). Thus far. pro- 
es ro wean smokers from^ch conringency proce- 
s have not been Meta-analysis of 

term studies does not^pport the efficacy of con- 
ncy contracting vv|§^^§^king (3). In summary, 
ngency contractingja^s^fficient evidence to be 
mended. _ 

61 Cite f'.trpositre. Cue exposure involves repeat¬ 
exposing patients to real or imagined situations 
evoke potent urges to smoke in an attempt to ex- 
ish the ability of these situations to evoke urges to 
l^ioke. Four randomized, controlled rrials of cue expo- 
have been published (96-99), and meta-analysis 
support the efficacy of cue exposure (3). In 
summary, cue exposure lacks sufficient evidence to be 
recommended. 

71 Nicotine fading. In this procedure, patients 
gradually reduce the nicotine yield of their cigarette. 
This technique should not be confused with reducing 
the number of cigarettes per day, which was covered in 
section 1II.D.6, With nicotine fading, some smokers in¬ 
crease the number of cigarettes or smoke each cigarette 
more intensely, but overall nicotine consumption is sig¬ 
nificantly reduced (51, 71, 72, 74, 90). The evidence 
that this treatment increases quit rates is mixed (51,71. 
72. 90), and meta-analyses do not support its efficacy 



(3. 56). In summary, nicotine fading lacks sufficient e\-i- 

dence to be recommended. 

8) Relaxation. Relaxation is often taught to man¬ 
age relapse situations associated with anxiety. .Although 
often used in multicomponent programs, relaxation it¬ 
self usually has not been shown to increase smoking 
cessation (51, 71, 72, 74. 90), and meta-analysis does 
not support its efficacy (3). in summary, relaxation 
lacks sufficient evidence to be recommended. 

9) Physiological feedback. The rarionale for this 
procedure is that giving patients immediate and con¬ 
crete positis’e feedback of the benefits of not smoking 
bv showing them that their carbon monoxide lei el de¬ 
clines With cessation will reinforce not smoking. Con¬ 
trolled trials of the efficacy of such feedback have pro¬ 
duced mixed results (55, 56), and the one meta-anaiysis 
did not support its efficacy (3). Thus, physiological feed¬ 
back lacks sufficient evidence to be recommended. 

e. Implementation. Both group and individual for¬ 
mats have been used for behavioral therapies for smok¬ 
ing cessation (57, 58, 74). Groups are often used to 
increase social support for stopping smoking, and in¬ 
dividual therapy is used to tailor treatment ro the spe¬ 
cific problems of the individual smoker. Meta-analyses 
suggest little difference in outcomes across group ver¬ 
sus individual therapy (3, 57, 58). Thus, patient pref¬ 
erences and availability of specific treatments should 
be considered when recommending group versus indi¬ 
vidual therapy (III]. 

Since rwo-thirds of patients relapse in the first week 
(13, 86), most treatmenr is optimally timed before or 
very soon after cessation [1]. In most cessation pro¬ 
grams, several sessions occur over the few weeks imme¬ 
diately prior to and immediately after the quit date (74). 

The most common providers of behavior therapy are 
voluntary organizations (e.g., the .American Lung .As¬ 
sociation), wellness programs, or health educators/ 
psychologists in health care organizations (100). A ma¬ 
jor problem is that, although clearly effective, behavior 
therapy is often not available to patients or available 
only intermittently, is costly, and is not integrated into 
the health care system (60, 100, 101). As a result, 
many of those motivated to quit forego behavior ther¬ 
apy (60, 101) 

■Although recent studies of marching particular be¬ 
havior therapies ro particular types of smokers have 
been published (102. 103), at present there arc insuffi¬ 
cient data to recommend specific matching strategics. 
Psychiatric patients, including those with substance 
abuse/dependence, arc more likely to benefit from be¬ 
havior therapy because of their high incidence of psy¬ 
chosocial problems, poor coping skills arid, often, past 
history of benefit from such therapy (68). 

2. Self-help materials 

The major goals ol self-help materials are to increase 
motivation and impart cessation skills. Written manu¬ 
als are the most common form of self-help material, al¬ 
though recently computer and video versions have been 
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developed (K’Z. 1041, Most self-help materials are be- 

havKirally oriented Whether self-help interventions 
used without additional contact or support increase 

smokint; cessation is debatable (14, 57, 71, 72, .'4, S7. 
92l. Reactive telephone counselint> via a hot-line ap¬ 
pears to increase cessation when added to other self- 
help interventions (104—1061, and meta-analyses sug- 
gest a small positive effect {3, 57), Self-help materials 
,ipf*ar to be more effective in patients who are less 
Inne-dependent (107, lOS) and more motivated 
h. Use ot multiple mtides of therapt (e.g., written 
materials plus phone contact) appears to enhance the 
Icriveness ot self-help (58, 87, 104), Tailoring mate¬ 
rials to the specific needs and concerns of each patient 
appears helpful |70, 108). in summary, self-help 
Mtcrials are recomrnijt Hjedj as parr ot a behavioral 
^apy package [111. 



iicjitio’ial and sii\ 

be goals of educa 
each patients the h 
.ation and to prov 
smoking. The efficacy^ 
themselves (i.e., wj 
above) is debat 
lO, the di^ al e\ 
otine El^^^enee 
ort isW^rtant 
rional a 0 ^p^|ortivi 
therapy lllll. 

f'H ypiinsis 





groups 

d supportive groups are 
smoking and benefits of 
p reinforcement for not 
ation and group support 
c behavioral techniques 
1,72, 1091. On the other 
of the Work Group on 
cr clinicians is that group 
some patients; thus, educa- 
Sare considered a promis- 





he usual goal of ^ipwj^erapy for smoking cessa- 
n IS to implant nq^iitmioous suggestions that will 
ter smoking; e.g., stnokingwill he unpleasant. Three 
-analyses repor^^^^iosts was efficacious (56, 
92h however, thelmtm recent meta-anaiysis did not 
I. In addiiion, sevcw^^^^titative reviews concluded 
e efficacy of unproven (51, 62, 74). 

iich t>f this discord^^^^^ecause most hypnosis tri- 
h.ive poor methodologies and were excluded from 
hsideration in some meta-analyses or reviews. Given 
e conflicting evidence, hypnosis is rated as a promis- 
treatment |llli. 


ther therapies 



The goal of 12-step programs for smoking cessation 
(as mtidified from Alcoholics Anonymous) is to have 
the smoker accept that he or she is powerless over 
smoking and work through 1 2 goals (or steps) that help 
break down denial. Several organizations have outlined 
how to apply the 12-sicp mtidel to smoking, and a na¬ 
tional self-help organization— Micorine Anonymous— 
exists (1 10). However, there arc no scientific tests of 
12-step prognims for smoking cessation. 

Exercise rnight he helpful as it is thought to increase 
self-esteem, relieve stress, emphasize the new role of an 


abstinent smoker as a healthy person, and help manage 
weight gain. Controlled evaluations of exercise for 

smoking cessation have produced mixed results, but 

more recent studies have been positive 111 1. 112), The 
major difficulty has been poor compliance with high-in- 
tensity exercise regimens. Although recent research in¬ 
dicates psychological benefit occurs with Itiw-mtensity 
activitv, whether increasing tow-leve! activity might he 
helpful in smoking cessation has not been tested. In 
Summary, e.xercise/activity is a promising therapy. 

Biofccdback, family therapy, interpersonal therapy, 
and psvchodvnamic therapy have been used with ocher 
drug dependencies (38) and might be'.t, ‘'licable to 
smoking cessation; however, there are either no or tinly 
a few descriptions of adapting these to treat smoking, 
In summary, none of these treatments have sufficient 
evidence to be recommended. (Acupuncture is cotered 
with somatic therapies in the next scetton.l 


F, SOMATIC TREATMENTS 
/. Introduction 

Pharmacotherapies can be divided into replacement 
therapy, antagonist therapy, therapies to make drug in¬ 
take aversive, and nonnicotine medtearions that mimic 
nicotine effects (U3, 114). Nonmedication somatic 
therapies include acupuncture and devices. The follow¬ 
ing are brief descriptions of these therapies. For more 
information, the reader is referred to recent descriptive 

(51, 56, 62, 67, 71, 72, 101. 113-123) and meta-ana- 
lytic (3, 57, 92, 115, 124-129) reviews. 

2. Nicotine Rephiccrncnt Therapy 

a. Coals. The goal of nicotine replacement therapy is 
CO relieve withdrawal, which will allow the patient to 
focus on habit and conditioning factors when attempt¬ 
ing to stop smoking. .After the acute withdrawal period, 
nicotine replacement therapy is gradually reduced so 
chat little withdrawal should occur. 

b. Description of products. 

1) Nicotine sum. Nicotine ingested through the 
gastrointestinal tract is extensively metabolized on first 
pass through the liver (42). Nicotine gum (nicotine po- 
lacrilcx) avoids this problem via buccal absorption (42l. ■ 
The gum contains 2 or 4 mg of nicotine that can be 
released from a resin by chewing (113). The original, 
recommendation was to use one ‘piecc of 2-mg gu® 
every 15-30 minutes as needed fw craving. More recenij 
work suggests scheduled dosmg lc^., I piece of j 
gum/hour), and 4-mg gum for highly nicotinc-oe*' 

pendent smokers is more effective (62, 1 13). The n 

nai recommended duration of treatment was a motltl 
Many experts believe longer treatment is more efftctir’ 
however, the two trials of longer duration prodiicr 
contradictory results (41). 

Nicotine absorption from the gum peaks JO mi* 
utes alter beginning to use the gum (421. Venous r- 


; onprl 
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line levels from 2- and 4-mg gum are about one-third 
and two-thirds, respectively, of the steady-state (i.e., be- 
rween cigarettes) levels of nicotine achieved vvith ciga¬ 
rette smoking (42|. Nicotine via cigarettes is absorbed 
directlv into the arterial circulation; thus, arterial levels 
from smoking arc 5-10 times higher than those from 

'^e 2<sand 4-mg gums (130), Absorption of nicotine in 

■^the biAcai mucosa is decreased by an acidic environ- 
^hu5, patients should not use beverages (e.g., cof- 
"^soda, juice) immediately before, during, or after 
^"nicotije gum use 11301. Nicotine gum (2- and 4-mg 
has recently becii approved as an over-the- 
>unter medication, 

) Nicotine patch. T^e four transdermal formula- 
_i * -j _f “ ^-^^^sorption of nicotine 

^TTiree of the patches are 
for^!6-hour (waking) use. 
hour patch and 1 5 
ied daily each morn- 
moking. Nicotine via 
t on the first day ve- 
urs after administra- 
remain fairly steady 

of 25% to 40% with 
levels obtained with 
alf chose obtained by 





take advantage of re 
Ithe skin (115, 131,1 
l-hour use and one ns 
doses are 21-2 
^our patch. Patch 
ginning upon cessandri 6i 
is slowly absorbcj^ 
Ucotine levels peak|' 
Thereafter, nicotin 

S cline from peak 
patches (131). 

O' 

(131 

4-^Wks pa 
middle dosd^^^4 m 

|ien again in 2-4 weeSs to t 
^or 5 mg/16 hours) 

TC abrupt cessation of rhi 





s are usually tapered to a 
s or 10 mg/16 hours) 
lowest dose (7 mg/24 
ut not all, studies in- 
bf parches often causes 
tapering may not be 
tmiffided total duration of 
(115. 133).Twonico- 

ver the counter. The 
ese patches is now 6 



icotine nasal spray is a 
bottle similar to those 
35). This treatment is 


Anificant withdrawa 
^ary (133), The ret? 
sent is usually 6-11 
latches are now available, 
sent schedule for 
■ only with no taper 

3) Nicotine nasal 
le solution in a nasg. 
vith antihistamine^ 

to be marketed in the United States in 1996. Nasal 
produce droplets that average about 1 mg per 
Iministration. This formulation produces a more 
in nicotine levels than does nicotine gum; the 
nicotine levels produced by nicotine spray falls 
those produced by nicotine gum and cigarettes, 
^^tt^otine levels occur within 10 minutes, and ve¬ 
nous nicotine levels are about two-thirds those of be- 
tw'ccn-cigarette levels (136). Smokers are to use the 
product ad-lib up to 30 times/day for 12 weeks, includ¬ 
ing 3 rapenng period. 

4) N/co/)«f inhalers. These are plugs of nicotine 
placed inside hollow cigarette-like rods. The plugs pro¬ 
duce a nicotine vapor when warm air is passed through 
them (137-139). Absorption from nicotine inhaler is 
primarily buccal rather than respiratory (140). More 
recent versions of inhalers produce venous nicotine lev¬ 
els that rise more quickly than with nicotine gum but 
less quickly than with nicotine nasal spray, with nico¬ 


tine blood levels of about one-third that of berween- 
cigarette Ici'els (1411. The inhaler is to be used ad-lib for 
about 12 weeks. 

5) Other nicotine dclil'cry devices. Nicotine loz¬ 
enges for buccal absorption are available in some coun¬ 
tries, but not in the United Stares. 

6) Lobeline. Lobelinc is a nontobacco drug that 
shares tolerance with nicotine on several measures 

(142) . It has been included in several over-the-counter 
antismoking medications. The pharmacokinetics of 
lobeline in humans has not been reported. 

c. Efficacy 

1) Nicotine withdrawal. Nicotine replacement 
therapy is often used solely for the purpose of relieving 
withdrawa! symptoms in outpatient or inpatient set¬ 
tings. .Many studiesJiave shown nicotine replacement 
therapy decreases withdrawal symptoms in outpatient 
settings (16, 17). Anxiety, anger/irritabilicy, depression, 
difficulty concentrating, and impatience are usually re¬ 
lieved by nicotine replacement; whereas insomnia and 
weight gain are not consistently decreased (16, 17). This 
is true for nicotine gum, patch, spray, and inhaler. Nico¬ 
tine gum appears to be more likely to delay weight gain 
than nicotine patch (101). Nicotine gum at 2-mg ad-lib 
appears less likely to reduce craving than nicotine patch 
or nasal spray; however, this may be a dose-relarcd is¬ 
sue, as the 4-mg dose appears to better reduce craving 

(143) . Whether nicotine gum. patch, nasal spray, or in¬ 
haler is better at relieving withdrawal is unknown. 
Higher doses of nicotine replacement therapy only mar¬ 
ginally decrease withdrawal symptoms (101). Whether 
nicotine inhaler or lobeline decreases withdrawal symp¬ 
toms is unclear (138, 144), 

1) Long-terrn abstinence with adjunctive psy¬ 
chosocial therapy. Eleven meta-analyses of over 50 
studies chat included a psychosocial therapy (usually be¬ 
havior therapy) along with nicotine replacement all con¬ 
clude that nicotine gum and nicotine patch increase 
long-term quit rates by a factor of 1,6-2.4 (3, 56—58, 
101, 115. 124, 126. 127, 133, 145, 146). The three 
studies of nicotine nasal spray reported increases in ab¬ 
stinence in the same range (135, 147. 148). The one 
study of nicotine inhaler found a tripling of the quit rate 

(138). Lobeline has not been shown to be effective (113, 

123, 149). Higher doses of nicotine gum are mo re "effec¬ 
tive in more nicotine-dependent patients (115,. 127), 
Whether higher doses of nicotine patch are more effica¬ 
cious is debatable (53). 

3) Long-term abstinence with minimal adjunctive 
therapy. Often, interventions for smoking cessation 
consist of brief advice (10 minutes) plus a prescription 
for nicotine replacement. Although early reviews indi¬ 
cated nicotine gum was not more effective than placebo 
in this sening, more recent meta-analyses indicate nico¬ 
tine gum increases quit rates bv a factor of around 1.5 
(3, 57, 58, 92. 101, 115, 124,'126, 127). In addition, 
controlled studies have found that nicotine gum doubles 
quit rates even when given with no adiunctive therapy; 
i.e., in art over-the-counrer setting (FDA .Advisory Panel 
Hearings. Sept. 29, 19951. The nicotine patch is clearly 
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effective when given with minimal therapv and doubles 
quit rates (3> 34. 56. 101, 115, 127, 133. 1461. Both the 
24- and 16-hour patch double quit rates even in an over- 
the-counter setting (FDA Advisory Panel Hearing, 
.Vlarch 17, 1996), Finally, although nicotine gum and 
patch are efficacious in these settings, overall quit rates 
are lots’ (e.g., 10%-20%1. Nicotine nasal spray, nico¬ 
tine \hal er, and lobeline have not been tested in this 


4) Pcitch fihts gutti. Three controlled trials indicate 
^■"Using nicotine gum (2 mg) ad-lib in addition to a nico- 
^giU^atch increases quit rates over either therapy used 
^ alone’( 1 19). Such combined therapy does not appeat to 

^^i gr^icantlv increase side effects; thus, this is a recom- 

p^^^Sed treatment jll). 

Summary of K^^^^^ertdatiotis, Nicotine 
: patches and nicotine arc recommended initial 
^^^i^acotherapies for i^oki^ cessation [1], Nicotine 

nas^spray is also recofnrffiffided but because it has a 
empirical base to have significant 

f^^^fecffects (see section 't is recommended 

^^^^reatmenr for those failed to stop smoking 

using the nicotine patch Because of a limited 

^database, the nicotine inn^^ i^lassified as a promising 

^ _ ill* II _.'J t - Jl f'. _ 


Lobciine laclp 
to be’?%commcnded. ■ 

^Side eff^m, ^ 
I) Nicr^rn^um. ^ 
gum are and j 

Mmor side errects are #r 

chewing, sore ja^ 
(e.g., burning in m 
develops to most s; 
Education about ^ 
^o^chew tot) vigoroui!; 
^i^inally, some disor^ 


lent evidence of efficacy 


side effects from nicotine 
id^ffec ts rarely deter use (24). 
^^^^^nical origin (e.g., diffi- 
local pharmacological 
^^^^hroat irritation). Toler- 
sjd^^tfects over the first week 
of the gum (e.g., do 
iy) d^ reases side effects |24). 
ersv^e listed as concraindica- 


^^s to use of nicotinfe^^^^.g,, cardiovascular dis- 
pregnancy, hypetfcnsionK but given that nicotine 
levels are muef ^^aaa^ with nicotine gum than 
cigarettes, thcsIcQmraindications have been 
^^ped (24, 251. 

^ The only psychiatric/psy'chological side effect of 
ni^tine gum is the continuance of nicotine dependence 
^). Abrupt cessation of nicotine gum can produce 
^^hdrawal symptoms similar to, but less intensive 
^^n, that from cigarettes (15). Gradual reduction in the 
of nicotine gum usually produces no or very minor 
(15). About 10%-20% of those who stop 
smoking with the help of nicotine gum continue to use 
nicotine gum for 9 months or more, but few use the gum 
longer than 2 years (41). There are several lines of evi¬ 
dence that most long-term use is not dependence. For 
example, all but l%-2% of smokers eventually stop 
gum use, the amount of gum use at long-term follow-up 
IS minimal (usually 12 mg/day), the amount of gum use 
decreases over time, and weaning off the gum usually 
requires only education and reassurance even in long¬ 
term users (15,41. 1501. Instead, long-term use appears 
to most often represent the patient's desire to extend the 
duration ot therapy for fear of returning to smoking if 


nicotine gum use is stopped. Harmful effects of long¬ 
term use of nicotine gum have not been studied but are 
unlikely given the absence of exposure to carcinogens 
or carbon monoxide and the much lower levels of nico¬ 
tine from nicotine gum than from cigarettes (24, 25). 

2) Nicotine patch. Significant medical problems 
with nicotine patches have not been found (24, 25, I 15, 

151). The most common minor side effects are skin reac¬ 
tions (50%), insomnia and increased or vivid dreams 
i 15% with 24-hour patches), and nausea (5%-l0%) (24, 
115, 151). Tolerance to these side effects usually develops 
within a week. Rotation of patch sites decreases skin ir¬ 
ritation. Although debatable, insomnia reported in the 
first week postcessation appears to be mostly due to nico¬ 
tine withdrawal rather than the nicotine parch itself 
(152). A 24-hour patch can be removed before bedtime 
to determine if the insomnia is due to the nicotine patch. 
Insomnia usually abates without treatment after 4-7 
days. Although one series of case reports suggested con¬ 
comitant use of cigatenes and nicotine patches caused 
myocardial infarction, later analyses and prospective em¬ 
pirical studies in smokers with active heart disease indi¬ 
cated this prior report was incorrect (23). Abrupt cessa¬ 
tion of the nicotine patch does not appear to produce 
significant withdrawal symptoms, and long-term use has 
not been a problem (151). 

3) Nicotine nasal spray. The major side effects 
from nicotine nasal spray are nasal and throat irritation, 
rhinitis, sneezing, coughing, and watering eyes (135, 
147, 148). One or more of these occur in over three- 
quarters of the patients. Long-term nasal problems from 
use of nicotine nasal spray is usually nor a problem 
(147). Whether abrupt cessation of nasal spray pro¬ 
duces withdrawal has not been studied. Nicotine nasal 
spray does appear to have some dependence liability, as 
indicated by the fact that in some studies, several pa¬ 
tients who quit smoking with nicotine nasal spray con¬ 
tinued to use it for long periods (147). 

4) Nicotine inhaler. No serious medical side ef¬ 
fects have been reported with nicotine inhalers (137). 
.About half of subjects report throat irritation or cough¬ 
ing (138). Whether some patients use nicotine inhalers 
for long periods Of have withdraw'al upon cessation of 
inhaler use has not been tested. 

J) Lobeline. .Major side effects, including abuse/de¬ 
pendence, from lobeline have not been reported! 149). 
e. Implementation 

1/ Indications. How to decide to whom to give 
nicotine replacement therapy is debatable (48, 60, 88, 
lOl, 115, 153, 154). Nicotine gum (especially the 4-mg 
dose) and nicotine nasal spray are more helpful in highly 
nicotine-dependent patients (as measured by the Fager- 
Strom scale); however, even patients who are less de¬ 
pendent appear to obtain some benefit from nicotine 
gum (12). The package insert for nicotine patches states 
rhey are to be used only by those who smoke 15 ciga- 
renes per day or more. No such minimum is given for 
nicotine gum. On the other hand, nicotine patches ate 
beneficial to both highly .ind less nicotinc-dcpcndeni 
smokers (12, 115, 127, ii 1 ), Whether highly nicotine- 
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dependent smokers would most benefit from nicotine 
gum, patch, or nasal spray has not been tested (113). 

Number of cigarenes per day, presence of significant 
withdrawal during prior quit attempts, and time to first 
cigarette have also been proposed as indicators for the 
use of nicotine replacement therapy, but there are no 
G^a oi^ the utility of these indicators. Some have sug¬ 
gested t^at nicotine replacement therapy be used only if 
IS enrolled in behavior therapy; however, the 
^a clearly show that nicotine replacement therapy is 
in the absence of behavior therapy Isee section 

In^summary, nicorine replacement should be con- 
all smokers whe^ijave seriously tried to quit 
own and failed of nicotine replace- 

smokers with cardi^^^ular disease or who are 
is discu.ssed in se^pns..y.B.2. and V.C.3,, re- 
fpeetT^py. Although nicrntnfr'gSm and patches are 
ayaitat^ over the counter,|^|^itrisis still need to be 
in their use by cncoura^ng use when appro- 

__ applementing pack 

fng ad{Snctivc psychiatric I 
propriate, psychosocial a^ 

S oon cop^ level 

e perce ^se^ icocihj 
herapy ^^^thus 
higher doses^h^^l be ui 
lint is controversial 
\ Length oftreatme 
weeks before taperil 
^nger-ierm use of 


uctions, and provid- 
lent and. when ap- 
r pharmacological 

iome have suggested 
ul benchmark to ex¬ 
piated by nicotine medi- 
decisions on whether 
ether this improves 



I treatment optimally 
Ij. Some have advo- 
^replacement therapy 



|n a nicotine main^nance? program. Two pro- 

trials differed in wl^S^KJS^fongcr treatment with 
gum produced hi^^^^stinence rates (155, 
recent mcta-anaiys^^™rcotine patches did not 
t longer tfcaimeniaiias,^sociated with higher 
,es (133). 


gonists 


s, The goal of antagonist therapy is to prevent 
ci^rettes from producing positive reinforcing and sub- 
effects. 

ecamylamine. .Mecamylamine is a noncompeti- 
of both central nervous system and periph- 
er^^^^inic receptors (124, 157, 158) that decreases 
the positive subjective effects from cigarettes ( 157 , 
158), When mecamylamine is given to smokers who are 
not trying to Stop smoking, they initially increase their 
smoking in an anempi to overcome the blockade pro¬ 
duced by mecamylamine ( 157 , 158 ). Mecamylamine 

does not precipitate withdrawal in humans, perhaps be¬ 
cause it is an indirect blocker (157, 158). 

Early studies suggested some short-term efficacy 
with mecamylamine, but the high doses used produced 
significant dropout rates because of side effects (157, 
158). Side effects included abdominal cramps, consti¬ 
pation, dry mouth, and headaches. Based on a theory 


that combined blockade and agonist therapy might be 
beneficial (159), a recent study combined low doses of 
mecamylamine and nicotine patch and produced a sig¬ 
nificant increase in long-term efficacy with tew side ef¬ 
fects (160). 

Antagonists have not been effective in opioid drug 
dependence because of compliance problems [1611. 
Smokers tend to be more compliant than opioid abus¬ 
ers; thus, nicotine antagonists might be effective. Be¬ 
havioral programs to insure compliance similar to those 
used with alcohol and dependence might also 

be helpful (161). in summary, mecamylamine lacks suf¬ 
ficient evidence to be recommended but is considered 
promising. 

c. hialtrexone. Naltrexone is a long-acting form ot 
the opioid antagonist naloxone. The rationale for using 
naltrexone for smoking cessation is that the perform¬ 
ance-enhancing and other positive effects of nicotine 
may be opioid mediated (162). Most, but not all, stud¬ 
ies have found that naltrexone increases smoking (inrer- 
preted again as an attempt to overcome blockade) (123, 
163). There are no data on naltrexone as a cessation 
treatment nor on what happens to cigarette use in alco¬ 
holics treated with naltrexone. The few side effects 
from naltrexone include elevated liver enzymes, nausea, 
and blockade of analgesia from narcotic pain relievers 
(123). In summary, at this time, naltrexone lacks suffi¬ 
cient evidence to be recommended. 

4. Medications that make intake aversive 

a. Goal. Medicarions in this class produce unpleasant 
events when the patient ingests the medication. Disulfi- 
ram treatment for alcoholism (164) is the most widely 
known example of this class. 

b. Silver acetate. This medication combines with sul¬ 
fides in tobacco smoke to produce a bad taste. Silver 
acetate has been tested as a gum and as a pill; neither 
form has consistently been shown to be effective (3, 56, 
123,149). In fact, the FDA recently pulled silver acetate 
from over-the-counter sales because of lack of efficacy 
(149), As with disulfiram, compliance appears to be 
quite poor; thus this treatment might be effective if used 
in conjunction with a behavioral compliance program. 
The major side effect of concern is argyrism (silver poi¬ 
soning), which produces discoloration of skin. This ap¬ 
pears to be very rare at the doses used for smoking ces¬ 
sation (149). In summary, silver acetate lacks sufficient 
evidence to be recommended. 

5. Medications that mimic nicotinic effects 

a. Oonidine. Clonidine is a postsynapne Oj agonist 
that dampens sympathetic activin- originating at the lo¬ 
cus ceruleus (123, 125, 165). It appears to have some 
efficacy for alcohol and opioid withdrawal and thus 
was tried with nicotine withdrawal as well (123, 125). 
Several clinical trials used oral or transdermal clonidine 
in doses of 0.1-0.4 mg/day for 2-6 weeks with and 
without behavior therapy. Three meca-.analvtic reviews 
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reported L'lorndinc doubles quit rates (56, 125. 165l, 

hut a Fourch disagreed (3). 

The most common side effects of clonidmc are drv 
mouth, sedation, and constipation (165). Postural hy¬ 
potension, rebound hypertension, and depression are 
fare with smoking cessatu)n rrearmenr I 165). Several 
studies h.ave suj>gesred clonidine is more effective m 
\v()men than in men; however, many studies have failed 
find this .issociation (165). 

^ ,A.lth<Kiith clonidine appe.irs to increase quit rates 
similar to that of nicotine replacement therapy, the 
Quantity and quality of the scientific studies on clom- 
ame are less than that for nicotine replacement therapy. 
Nevertheless, clonid.ine may he an alternative for smok¬ 
ers who prefer not i§y<c^cciyc nicotine and for smokers 
^■ho have failed nic^^^^^lacemcnt therapy (111. 

■ h. Anxinlytics. A^&ty is a prominent symptom of 
Ifeycotine withdrawff-l 16“^In addition, smoking de¬ 
ceases some mea^r'^^ anxiety and may reduce 
^tress-induced anxi^^^^^); thus, temporarily replac- 
the anxiolytic eff^^ cj^icotinc with another medi¬ 
cation during the fi^^^ks of cessation might make 
cess.ation easier. ppears to decrease itihacco 

withdrawal, hut in i well-conducted long-term clinical 
diazepam dic^^^^rease abstinence (123). p 
Bwekers can ,ict asgn^mlwics. Placebo-controlled tri¬ 
als of in ^^ ^ olol. and propranolol have 

^oi foun^^^^ theyj^rcase craving or increase absti- 
nence^^^^23). (jjj^^i^als found that the nonben- 
j«>diazcp'ine atixiolyr^^^^^robamate and hydroxyzine 
^■ere nor effective ft^^gtayng cessation (123). In sum- 
pmarv, the above anx^E'ri« do not have sufficient evi- 


ptress-induced anxi^ 
^ng the anxiolytic eff& 
Ration during the fi^ 
cess.ation easier. Di,^ 
withdrawal, hut in ^ 
diazepam dic^ 
Bwekers can ,ict as^ 
^Is of in ^^ ^ olol. p 
^ot foun^^^ 

j«>diazcpine atixioiyfii 
^'ere not effective ft* 
^ary, the above an^ 
■^ence to he rccommei 
^ Buspirone is a ser^ 
Xinxiitlytic but prt^ 


* Buspirone is a ser^^W*j;^ic .agonist, which acts as an 
^tnxiitlytic but prtM^^^gjminimal, if any, sedation, 
abuse potential, or physic^fedcpcndence. Viajor side ef¬ 
fects to Buspirone a^^^^^ome short-term trials have 
Icported that buspptme appeared to reduce nicotine 
withdrawal, bur or^^^^^^e failed to find this (123). 
iiuspironc improved Jlmi^r-tcrm smoking cessation 
^ares in unselected s^^^^|and improvedabstinence in 
high-anxiety smokers (123). Because of its favorable 
side effect profile and some evidence of efficacy, buspi- 

rone is classed as a prttmising therapy. 

^ c. Anti(icprcsSi3nt$. \ past history of depression and 
mysphoria prior to, at the onset of, or during smoking 
|.'ess.ition predicts failure ro stop smoking; thus, anti- 
^^ressants might be useful in helping smokers with 
these problems stop smoking (2. 167). In the only pub¬ 
lished long-term clinical trials, imipramine had no ef¬ 
fect on smoking cessation (123). but a more recent trial 
of nortriptyline was positive (168). Two trials with flu¬ 
oxetine were completed some time ago but the results 
were never published or presented (123). Short-term, 
trials with doxepin, tryptophan, and bupropion in un- 
selecred groups of smokers have also reported promis¬ 
ing results (123), 

■Vl.iny .intidcpres5.ints have substantial side effects 
and a long delay in efficacy; thus, these treatments may 
not he acceptable to the general population of smokers. 


A more focused approach might he treatment u'lth anti¬ 
depressants prior to cessation m rhe .50lu' 
smokers with a past history of depression or m smokers 
who are dysphoric at the time of smoking cess.ition, In 
summary, antidepressants are considered a promising 
Treatment. 

d. Stiirtiitaiits. The goal here is to replace the siimtii.tnr 
effects of nicotine (e.g., improved energy and concentra¬ 
tion) wirh a medication in the first weeks of cessation. 
The one long-term study of a stimul.ant tnund that .ini- 

phetamines did not increase abstinence (I25l. A recent 
uncontrolled trial suggests meths lphenidate decreases to¬ 
bacco svithdrawal (169). Finally, if stimulants were found 
ro be effective, whether dependence on the stimulant oc¬ 
curs would need to be examined. In summary, stimulants 
lack sufficient evidence to be recommended. 

e. AnorecficfrAnorectics were used initiallv to comb.u 
posreessation hunger and weight gain because these .ire 
two of the most widely cited reasons for difficulty in stop¬ 
ping smoking (77). Short-term trials of women with 
weight concerns reported that both fenfluramine and 
phenylpropanolamine reduced posreessation weight gain 

and some withdrawal symptoms and increased abstinence 

(123). The results are intriguing, given the data that 
controlling weight by adding a dieting component ro a 
multicomponent program worsens rather than improves 
abstinence rates (78, 79). Fenfluramine and phenylpro¬ 
panolamine have few side effects, in summary, both of 
these medications lack sufficient evidence to be recom¬ 
mended but are considered promising. 

6. Sensory replacement 

Black pepper extracts (170). capsaicin (15^1), deni- 

cotmized tobacco (I”2). fla,votings 1173), and regenei^*f 

ated (denicotinizedi smitke 1174) all decrease cigarette 
craving or withdrawal or substitute tor the satisfaction 
from cigaretres in haborarnry tests. A cirrtc acid inhaler 
has been developed and showed some promise in two 
clinical trials (175, 176). As expected, this treatment 
has very few side effects. Since sensory treatments could 
be used not only as a stand-alone therapy but also as an 
adjunct to traditional pharmacotherapies, this appears 

to be a promising treatment. 

7. Other medications 

Sodium bicarbonate has been used to decrease the 
rate of urinary elimination of nicotine and thereby de¬ 
crease withdrawal symptoms (123). ACTH has been 
used to decrease postcessacion hypoglycemia (123). 
.Annchoiinergics have been used ro reduce a hypothe¬ 
sized cholinergic rebound upon smoking cessation 
(123). Dextrose has been used to prevent smokers trom 
mislabeling hunger as nicotine craving (123). Homeo¬ 
pathic remedies and nutritional supplements have also 
Keen proposed. For all of these trc.atments. the basic 
raiion.ale and mechanism of .iction is suspect .md con¬ 
trolled trials of long-term abstinence .trc Lacking (123); 

thus, all lack sufficient evidence to be recommended. 
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<b‘. Ai'itpu/tciifre 

One comm<»n r.uionalc hir the use of acupuncrure for 
sniokini; ccssJtion iS thjr acupuntture can release en¬ 
dorphins thai assist in cessation. Controlled studies 
comparing advice sersus sham acupuncture sites do not 

^nsis^ntly show etficacy (3, 37, 177, 1781; thus, this 

.Sreatnii^it lacks sutficient evidence to be recommended. 

have been used to help smokers ijradually re- 
^ice the amount ot smokinij. Short-term studies show 
compensate tor s^ch changes to some extent 
The tew studies efficacy of filters arc 

^^^^^usive (90. I 79). A ^l^^imputer has been de- 
that uses self-mon^onn^data to then program 
^l^^^imes to smoke, T^.^i^oter gradually elimi¬ 
nates'^garertes by increak Utd^j^ intcr-cigarettc inter- 
^^^^ere are no puhlish^^^^olled studies with the 

In summary, thcn^^^^psufficient evidence to 

^rectm^end devices as a ttM^Est, 


G. COMBIVED PSYCHO.SOC I.AL .-kND SO.M.'kTlC 
THERAPY 

The goal of combined therapy is to pro\'ide treatment 
for withdrawal and to concurrently develop antismok- 
ing skills. .VIost meta-analyses and most e.xperimcntal 
trials indicate that, unlike other dependencies, formal 
psychosocial treatment is not essential to obtain bene¬ 
fits from somatic therapies. In other words, nicotine re¬ 
placement therapy (34, 56-58. 92, I 15, 124, 126. 127, 
129, 133. 146) and clonidine (123, 163) increase quit 
rates by a factor of 1.5 to 2.0, both xshen gi\en with 
brief advice plus follow-up (i.e.. similar to psychiatric 
management) and when given svith formal psychosocial 
therapy, 

.Although nicotine rcplacemenr is effective without 
formal psychosociartherapv-. it is important to ntitc 
that in most studies, combining nicotine replacement 
with a behavior therapy gives substantially higher quit 
rates than either behavior therapy or nicotine replace¬ 
ment alone (34, 53. 129). Thus, combined therapy is a 
recommended treatment lH. 


LATION AND IMPLEMENTATION OF A TREATMENT PLAN 



^ULT P.ATIENTS WHC 
^PSYCHIATRISTS .AN 
TOB.ACCO P 


'lOiyirc/iiifi 


^TEING SEEN 
CURRENTLY 


^^^re are only a harmful o| controlled studies of 
^ear^g smoking amon^^^^^iairic patients (2, 34, 
®Wc^thi.is, much of wh^tjs^n^immendcd in this sec- 
tl^^s based on treacin^^^^rs who do nor have a 
psychiatric disorder plus the general principles 
^^^ring psychiatric patients. The guidelines that foi- 
^w are similar to those uffered by others for psychiatric 
who smoke |63, 68. 69, 181). 


■As.scssmcnt of psychiatric patients focuses on five 
points 1II|. First, is the patient presently motivated to 
quit smoking,' If not. then motivational strategies 
should he used. It the smoker is ready to quit, then a 
concrete discussion of cessation procedures should oc¬ 
cur. Second, arc there any psychiatric reasons for con¬ 
cern about whether this is the best time for cessation; 
e.g., is the patient about to undergo a new' therapy, is 
the patient presently in crisis, or is there a problem that 
IS so pressing that time is better spent on this problem 
than on cessation |ll j? Third, ivhar is the likelihood that 
cess.UKin svould worsen the nonnicoiine psychiatric dis¬ 


order |ll| (21 and can that possibility be diminished with 
frequent monitoring, use of nicotine replacement ther¬ 
apy, or other therapies? Fourth, what is the patient's 
ability to mobilize coping skills to deal with cessation 
|11|? If coping skills are low. vs'ould the patient benelit 
from individual or group behavior therapy? Fifth, is the 
patient highly nicotine-dependent or dors the patient 
have a history of relapse due to withdraw'al symptoms 
or increased psychiatric symptoms (l).^ If so, which 
medication might be of help? 

i. PiychLitnc inaitagcntent 

Iiicrcjsiiig reiiciincss/iniitif.ittoii. Since it appears 
that most psychiatric patients ,tre not ready to make a 
quit attempt (44), most often treatment will consist of 
enhancing motivation and de.iling with anticipated bar¬ 
riers to cessation (61), Fears of withdrawal symptoms 
or of worsening psychiatric problems may be dealt with 
by problem solving, increased monitoring by the thera¬ 
pist, ;tnd behavior therapy or nicotine replacement llUl. 

1). Stepped care approaches. Since the large maloriry 
of smokers quit on their own or with minimal treatment 
(27, 182). most existing .tlgonthms/guidelines rely on a 
stepped care approach with minimal interventions early 
on and more intensive interventions for those who are 
not able to stop with minimal inrervenruins (48, 88, 
133, 154). There are three Issues to cons(der with this 
approach: 1) .Most smokers who quit on their own re- 
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quire several attempts before they succeed 127); thus, 

any success later in the algorithm cannot be attrib¬ 
uted to the specific treatment being given at that point. 
2) Early cessation of smoking can prevent much of the 
devastating consequences of smoking (18); thus, delay¬ 
ing delivering a treatment known to be effective could 
allow a serious, irreversible consequence of smoking 
^(e.g., an acute myocardial infarction) to occur. 3) The 

|iotion that most smokers can quit on their own or will 
need only minimal treatment is based on research on 
smokers without a history of psychiatric problems (27). 
^Smokers with psychiatric problems appear to bi^ 2“3 
itimes less likely to successfully stop smoking than 
,smokers without psychiatric problems (2, 8, 33); thus, 
psychiatric patients require more intensive interven¬ 
tions earlier on 

c. Timing. It mas^^cnefpful to have smoking cessa¬ 
tion listed as a gosTon^tbe master treatment plan for 
mokers [ll. Whel^-^-Row cessation advice is best 
delivered must beysSSsseiIncd by the patient's status; 


smoking cesSationil not likely to be successful 



I tvhen the patient i 
sation would appi 
crically stable, thei 

in medications, a 
ncelllll. 
d. Mm^^ing 
/ chiatri^^^ptorrfi 
smokir^^^ation. 
pati^P^^i a p 
contacted optima 
thereafter to asses 
levels of many psyc 
stantially when p 




s [Ill). The best time for ecs- 
when the patient is psychia- 
recent or planned changes 

rgent problems cake prece- 


appears to exacerbate psy- 
hese symptoms undermine 
Small subset of patients (2); thus, 
past psychiatric history arc 
ays postcessaiion and often 
problems, etc. (Ill- The blood 
ic medications increase sub¬ 
taking such medications stop 
smoking, and the^TmfrfSlses could worsen side effects 
or cause toxicity (8); thus, blood levels and 

medication side effects s^uld be monitored jll). 


■f. Use of psychos^ 


meats 


Although brief ^^^^trions, self-help, and suppor¬ 
tive therapy have^enlrtown to be efftfetive with gen¬ 
eral medical patients, such minima! therapies rnay nor 
be sufficient in patients with psychiatric problems. In 
addition, psychiatric patients often have fewer social 
supports, coping skills, etc. These two considerations 
suggest behavioral therapy should be considered even 
ji the early quit attempts for these patients 111). Since 
lany psychiatric patients have experience with individ¬ 
ual or group therapy, patient preferences should be con¬ 
sidered in choosing between the two 1111]. If the patient 
has specific problems that undermine cessation (e.g., 
problems with assertiveness), the therapist might work 
on this issue in individual therapy while the patient con¬ 
tinues a group therapy [III]. 

.t. Use o/’ph,jrnrjcor/jcr.7py 

Since psychiatric patients appear to have more with¬ 
drawal symptomatology when they stop smoking (2), 
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use of nicotine rcpiaccmcnt therapy even in early cessa¬ 
tion attempts is recommended [ill. Given that compli¬ 
ance with nicotine gum is difficult (183), nicotine nasal 
spray has abuse potential (15), and clomdine has tre- 
querit side effects (165), the nicotine patch is recom¬ 
mended as the usual iniriai pharmacotherapy (I). .Al¬ 
though many psychiatric patients smoke large numbers 

of cigarettes and inhale cigarette smoke deeply (Si. us¬ 
ing higher-chan-normai doses of nicotine for heavier 
smokers has not consistently been shown more effective 
(53). However, supplementation of nicotine patch with 
ad-lib use of nicotine gum appears to help patients over 
the rough times and should be considered |II| (119). 

Those patients who smoke fewer than 15 cigarettes 
per day are candidates for starting with an intermedi¬ 
ate rather than high-dose patch or for using nicotine 
gum instead fjl] (151). Whether the 24- or 16-hour 
patch is bener is debatable (135, 151). Twenty-four- 
hour patches may better relieve morning craving but 
appear CO cause insomnia (131, 132). Longer durations 
of patch therapy have not been found more effective 
(133); thus, a 6- to 12-weck duration of therapy is rec¬ 
ommended [!!). 

!f the patient has a preference for nicotine gum, then 
the gum is best used with scheduled dosing (e.g., 1 piece 
of gum/hour) rather than ad-lib dosing, and the 4-mg 
dose is recommended for heavy smokers (more than 25 
cigarctresfday) or more nicorine-dependent smokers [llj 
(143,184, 185). In any of the situations in which nico¬ 
tine gum is used, strong encouragement to comply with 
use recommendations is necessary [11). The optimal du¬ 
ration of nicotine gum therapy is debatable (113). Clini¬ 
cally, some patients appear to require long durations of 
treatment; i.e., 6 months or longer. Given the lack of 
medical harm from nicotine gum and chat almost all 
smokers eventually stop using the gum (41), patient 
preference for duration of gum use should be the ma¬ 
jor determinant for duration of treatment lill|. Some 
clinicians have suggested that some smokers will need 
nicotine maintenance for life. Given the absence of em¬ 
pirical data on this, proactive encouragement of main¬ 
tenance is not recommended. 

If the patient has a Strong objection to nicotine re¬ 
placement therapy, clonidine may be used 111], Cloni- 
dine delivered via patch therapy may improve compli¬ 
ance. Usually 0.1-0.4 mg of clonidine per day is needed 
jll] (125, 165). If this therapy is used, interactions of 
clonidine side effects (e.g., sedation) with psychiatric 
status should be monitored [If] (165). 

Among patients with a past history of a psychiatric 
disorder but who arc no longer taking psychiatric 
medications or in active psychotherapy, restarting psy¬ 
chiatric medications or psychotherapy prior to cessa¬ 
tion may dampen withdrawal problems and prevent 
remission of the psychiatric illness (2, 167). Although 
the efficacy of this strategy has not been tested, if the 
patient or physician believes psychiatric symptomatol¬ 
ogy has precipitated relapses in prior cessation at¬ 
tempts, reinstitution of psychiatric treatment should be 
considered (2). 
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B. ?;M0KERS who have failed i\'!T!AL TREATMENT 

I. Dcfiiiitinii of ^roiip 

This iiroLip IS composed nt smokers s'ho h.ive tailed 
a rnal of a knosvn effective format thtraps' (e-y.. behav¬ 
ior therapy or nicorine replacementl. 

ssoicnt 



if. .\ticqiuii:y of prKtr therapy. As w ith treatment tnjl- 
i^S^^ ith other psy chiatric disorders, a first considera¬ 
tion is the adequacy of pruir treatment |[Mi. How' many 
of behavior therapy were attendedr What svas 
tl^^quality of the behavJf>*,,rreajtmeni in the last quit 
^^^'ptr What were gum or parch used.’ 

What was the tiuration ti^herapyr What was the level 
^^^^^pliance with the psvch^J^cial or somatic ther- 
apy-^^ow long did the fatii^t rtmain abstinent? 

^uttse o/^re/upse. An^^Proportanr consideration 
determine the perce^^^^se of the relapse |ni|. 
ihc relapse due to u^^^^lled withdrawal symp¬ 
toms, environmental str^lS^^^icohol use. negative or 
isitive mood, or Weing^aroung other smokers? Were 

Jisappointments, fam- 





ctors (c.g., fatigj 
al stres^j^ that 
\otn'at^^^rstop. 
.nient quit 

a new qii' 

fs satisfaction with ^ 
e learn from prio 
y to try again, what 
he h.arriers to atte 
the patient think 
t^ipt is m.tde? 

Scare!} for comor, 

.issessed for psy 
ems initially and s 
TaTTpn |2. 167); thus, sej 
ited I 111' In prior stu 
ave current ,ind 





nuned cessation.' 

• u IJ 

;ician should encourage 
p. and it the patient agrees. 
Ill- What was rhe pa- 
□ tments? What did he 
} If the p.itient is not 
IS or her fears and what 
I: ag.ain? What changes 
he made hefore another 


lost smokers have nor 
fir alcohol/drug abuse 
hlems interfere with ces- 
lor such disorders is in- 
5JX.-20‘K> of heavy smok- 
5"/<> h.Tve past alcohol 


S^blems llH6) Similarly. 4d*l'i> tif smokers seeking 
tment have a past history of depression (2. 167). 

^fychiatnc iitaiijyenic/U/iisc of psycixtsocial anti 
p/.Mrof.it'o/ogft'u/ treatincnts 


iriatnietit iiuticqualc. If the prior trentment 
appeared appropri.ue hut w.ns inadequately imple¬ 
mented. the therapy may be repeated s\ ith changes to 
insure the fidelity of therapy, compliance, .idequate 
dose and duration, etc. |lll|. 

Pnor trcatniciil adequate, If the prior treatment 
svas appropriate and adequate, the psychiatrist shtiuld 
attempt to determine whether the reLapse was due to 
withdrawal symptoms versus ntinwirhdrawai c.auses. 

H Re/iipse due fn trilhdraieaf. If the prior relapse 
■ippc.ircd to he caused bv withdr.itval svmptomarology 
■ind the patient has nor prevtoii.sly been treated with 
nicotine repl.tcement. nicotine patch therapy is appro- 


prune |[|. It the patient has been adequaielv treated with 

nicotine parch therapy, then clonidine 1111, nicotine 
patch plus nicotine gum ] 11), nicotine nasal spray 111), or 
higher-dose nicotine patch |III] may be considered. Sim¬ 
ply re-treating with nicotine patch therapy is not vert’ 
effective ll.Ts. 148 , 187 , 1S8). Use of nicotine nasal 
spray is recommended because this delivery mode pro¬ 
duces a more Kolus-like effect that might better relieve 
tvirhdrawal and craving |lll| (!,i6). 

Use of nicotine nasal spray initially and then 
switching to nicotine patch or the concomitant use of 
nicotine n.is.il spray and nicotine patch have also been 
proposed 1119) bur have not been tested. The rationale 
lor rhe use of clonidine is simply to try a medication 
from a different class. .\ final possibility is symptomatic 
treatment based on the type of withdrawal symptoms 
fe.g., antidepressants for withdrawal-induced depres¬ 
sion). Although logical, this strategy has not been ade¬ 
quately tested. 

21 Relapse due tn itontfithdrateal stressor. If the 
smoker has relapsed due to a stressful life event and has 
not previously been treated with behavior therapy, it 
should be ctinsidered. If the patient has already had be¬ 
havior therapy, two choices are avaihtble: I) more in¬ 
tensive behavior therapy |III| or 2l behavior therapy 
«'ith a different content or fornuat; i.e., group therapy, 
individual therapy, comhined individual and group 
therapv, or involvement ol lamily members llll). 
Whether these treatments would be effective for those 
who have failed prior heh.•l^ lor therapy has not been 
tested. Switching to nonbehiwioral psychosticial treat¬ 
ments (e.g., hypnosis or 12-step therapyl is not recom¬ 
mended because there is no empirical support for their 
efficacy. 

if Comhined llterapy. Sometimes it is difficult tn 
disttnguisli withdr.iwal versus nonvt ithdrawal causes of 
rcl.tpse. In this case, the p.itient may be .i candidate for 
combined ph.irmacoingicai and behavior therapy (IIS. 
129) 111). 

4) Referral. When the tre.uing psychiatrist docs 
not have the knowledge necessary to implement the 
treatments outlined here or if the strategies .ire admin¬ 
istered and rhe smoker is not able to quit, referral to 
stimeone who specializ.es in treating nicotine depend¬ 
ence should be considered fill). _ 

>f Inpatient proyranis, .An inp.uient model for 
smtikingcessation h.as been described I I 89) and appears 
to produce high quit rates, especi.ilb' .given the highly 
nicotine-dependent smokers enrolled. There are no con¬ 
trolled trials that subst.inti.itc this at the current time. 


C. TRLAT.ME.NTOFS.MUKFR.SDNSMOKE-EREE WARDS 
I. Introdiietnnr 

This section tociises on psvciii.itnc patients on 
smtike-free wards, but rhe s.ime principles apply ro 
snmkerson general medical iv.trds seen in consultation 
and to smtikcrs iii smoke-tree iionmcdical settings; e.g.. 
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residential care settings. Controlled studies of creating 

nicotine withdrawal symptoms on medical or psychiat¬ 
ric inpatient wards have not been published; thus, the 
recommendations belosv are based on treating with¬ 
drawal in outpatient settings (16, 17). 

2. Assessment 

\j. Wtthdraical. Assessment focuses on reports of a 
„.^srory of withdrawal symptoms in prior hospitaliza- 
'tions, withdrawal during prior voluntary quit attempts. 
Of significant fear of withdrawal III!). 

b. Smoking cessation. An inpatient stay may be an 
opportune time for initiating treatment for nicotine de¬ 
pendence (c.g., because of intensity of exposure to 
Radical staff, diagnosl^^^edical condition, removal 
* om usual smoking^^^CTc may therefore be helpful 
g include smoking Cessation on the master treatment 
n w'henevcr relev| 
feir readiness and 
section lIl.C.l. 
ould be asked abou 
ry abstinence of tlfe^ 
of an attempt to stop 


ers should be assessed for 
on for change as described 
hose considering quieting 
interest in using the tempo- 
free unit as the beginning 
ng permanently [III]. 




’’sychiatric manat 




efy difficult to motivate inpa- 
ess the unit is smoke-free (69, 
sychiatric unit is recom- 
t^n| inpatient units have been 
ke-free, the large majority 
than anticipated (69, 190). 
Ititution of smoke-free units 
rin^'S^gression, disruption, dis¬ 
charges against me^rea4~=«4vice, use of medications or 
^‘cstraints. or admission reft|sals (190). One of the most 

ent psychiatric staff who 
lly or inadvertently under- 
tions. Permitting staff to 


^ <j. Syst^^s^ues. 
Kents to I 
l90);#i^P^ smoli 
ended II]. Althoug 
ncerned about gc 
ave found it less dii 
tudies before and 
'ndicatc no increa^ 


portani issues 15 
moke from either purpose^ 
ining smoke-fre« 
moke while on the 
latients mav increal 


:nt unit or in contact with 
ficulty for patients who are 


jurying to c|uit. 

Giving special off-ward privileges to allow patients to 
"smoke or labeling off-ward passes as "smoking breaks” 
^mplicitly condones smoking (69, 190). In addition, 
^here are risks in allowing the patient smoking breaks; 
if the patient has suicidal ideation or a history of 
Iping or acting out on passes (III). Policies that pro¬ 
vide breaks for both smokers and nonsmokers (on the 
same schedule) may be preferable to policies that pro¬ 
vide smokers with extra passes. Other recommenda¬ 
tions for implementing a smoke-free unit are discussed 
in recent reviews (69, 190). 

b. Patient education. Patients need to be educated 
about the rationale for a smoke-free unit; i.e,, it is not 
to force patients to stop smoking but to prevent second¬ 
hand smoke exposure to other patients and to be con¬ 
sistent with the institution's goal to encourage healthy 
behaviors [II] (69, 190). Patients should also be edu¬ 


cated about the goal of treatment; i.e., to reduce with- 

drawal symptoms and. if patients are interested, to help 
them begin a cessation attempt [Uj. Many patients arc 
unaware of the valid symptoms of nicotine withdrawal 
and their time course; thus, education about these can 
be helpful [It] (69, 190). 

c. Momforbig. Patients need to be monitored for 
changes in psychiatric symptoms, as withdrawal can 
worsen anxiety, insomnia, concentration, and weight 
gain and can cause clinically significant increases in the 
levels of several psychiatric medications (HI] (tables 4 
and 5) [2, 8). For example, many alcoholics ^moke. 
Thus, during alcohol detoxification on a smoke-tree 
ward, how much of the irritability, anxiety, insomnia, 
restlessness, difficulty concentrating, and depression is 
due to alcohol versus nicotine withdrawal is unclear. 
Although nicotine withdrawal is thought to be milder, 
there is substantial between-person variability such that 
some alcoholic smokers have nicotine withdrawal 
symptoms that are more severe than their alcohol with¬ 
drawal symptoms (191). Similarly, when patients with 
schiiophrenia arc hospitalized and given higher doses 
of medications, any increases in restlessness could be 
due to nicotine withdrawal rather than ncuroleptic-in- 
duced akathisia. Finally, cessation of smoking can 
cause dramatic increases in blood levels of some medi¬ 
cations; e.g., clozapine levels can increase 40% when 
smokers are deprived of nicotine (192). 

4. Use of psychosocial treatments 

The efficacy of psychosocial treatments for with¬ 
drawal symptoms has not been tested (16); however, 
the clinical experience of the Work Group on Nicotine 
Dependence suggests several strategies [HI). Relaxation 
tapes can be used to alleviate anxiety. Anger can be 
averted by temporarily avoiding interactions. Insomnia 
can be decreased by improving sleep hygiene. Weight 
gain can be combated by increasing activity. Distrac¬ 
tion and activities aimed at keeping busy can be used to 
get through craving episodes. Support groups for those 
going smoke-free and support from family and signifi¬ 
cant others for going smoke-free can be helpful as well. 

5. Use of pharmacological therapies 

Nicotine withdrawal during hospitalization is often 
not as severe as anticipated because of the absence of 
smoking cues, the distraction of the primary problem, 
the effects of medications, etc. Thus, prophylactic phar¬ 
macotherapy should be considered only when patients 
complain of withdrawal symptoms or if withdrawal 
signs are observed (1). Exceptions to this rule would be 
those patients who are so concerned about nicotine 

withdrawal that they will not accept hospitalization 
without treatment for withdrawal. In this scenario, 
given the low risk of nicotine replacement, prophylacuc 
treatment with nicotine replacement may have 
tages over giving extra passes for smoking breaks [nij- 
The advantages of nicotine gum include the patient 
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abiliry to self-rinatc nicotine dose and to stop using it 
immediately before intermittent smoking (e.g., during 
passes) jllJ). In addition, many patients find that only a 
few pieces of gum per day are sufficient to prevent with' 
drawal symptoms (69, 190). The nicotine patch has the 
advantage of improved compliance and stable nicotine 


replacement. This may be especially advantageous m 
differentiating nicotine withdrawal from other psvchi- 
atne symptoms (8). One disadvantage of nicotine gum 
and patch is that patients may smoke while using them 
jlll). Although not desirable, this appears to be unlikelv 
to produce significant adverse effects (193), 


I 



V. CLINICAL FEATURES INFLUENCING TREAT.VIENT 


PSYCHIATRIC DISORDERS 



hoUdrug use/abusk 

15%*-20% of hej^yy 
ependence or a ' 
.urrjssfit alcohol/drug p 

5 I 

ing permanently wit 
ug problems (3-4 
hoi/dlug abuse problem 
oncurrent with the trea 
bout 80% of ale 
trt^nr are smokers® 
ers are 

and ^yy^ould 

snd r< 

Id in 

to stop smoking 4t the 
use or to s' 

Jig after stopping a 
ationalc for stoppii 
ing alcohol/drug ul 
as a cue for use oiNtnri 
ing both substances, such 
r rationale for stoj 
ing/drug use is th 
urgent concern a 
lencies at the same 
absence of empiric^ 



motiv; 
Other half ^ 




pkers have current al- 
Smokers who have 
are unlikely to stop 
vetcoming the alco- 
in most cases, aico- 
be treated prior to or 
nicotine dependence 
abusers who are in 
About half of such 
ted in stopping smok- 
ctitfrom rreatments to in- 
ess to change (II). For the 
whether it is best for 
|me time as they stop 
ing immediately after 
ug use is unclear (34), 
ing at the same time as 
use of each substance 
er substance: thus, by 
es are eliminated. The 
'moking after stopping 
Stopping drinking is a 
topping two drug de- 
St too difficult. Given 




at^patient prefeacnces for 
to stop smoking in relation to alcohol/drug abuse 
ment should be respected [III]. 

A, common concern is that smoking cessation will 
""'te relapse lo alcohol/drug use. Most of the available 
do not suppon this (34). In two studies, 80%- 
f recovering alcoholics reported no increased 
for alcohol nor did they relapse to alcohol use 
when they stopped smoking (2, 34). In fact, correla¬ 
tional studies suggest smoking cessation may decrease 

the probability of relapse to alcohol (34). However, fre¬ 
quent monitoring during smoking abstinence is recom¬ 
mended in this group to help prevent the other 15%- 

20% from (elapsing to drinking during smoking 
cessation (111). Although not empirically tested, smok¬ 
ers who have a history of increased desire for alcohol 
during abstinence from smoking could either reenter or 
intensify ongoing therapy for alcoholism or could be 
prescribed a course of disulfiram |III). There are very 


iicrle data on how to tailor a smoking cessation pro¬ 
gram to the specific needs of recovering alcoholics; e.g.. 
whether such patients need a more intensive program, 
would do berter in a 12-step or behavior therapy pro¬ 
gram, or would neechhigher-than-normal dose nicotine 
replacement because they are more nicotine dependent 
(34). However, recent studies suggest treatment of 
smoking may be effective either during or after treat¬ 
ment for alcoholism [III] (34, 1941. 

2. Depression 

Among patients seeking smoking cessation treat¬ 
ment, 25%—40% have a past history of major depres¬ 
sion and many have minor dysthymic symptoms (2, 
1671. Since both have been shown to predict poor 
smoking cessation rates and since one study reported 
that 33% of those with a history of bipolar disorder 
and 18% of those with a history of unipolar depression 
relapsed to depression during smoking cessation |26), 
the psychiatrist should consider starting or restarting 
psychotherapy or pharmacotherapy for depression in 
patients who scare that depression intensified with ces¬ 
sation or that cessation caused depression [1111. This 
recommendation is based on the results of recent trials 
that found that cognitive behavioral therapy for depres¬ 
sion and antidepressants improved smoking cessation 
rates in those with a past history of depression or who 
had symptoms of depression (168, 180, 195). Finally, 
for a smoker with a past history of depression currently 
taking antidepressant medication, it is important to 
note that some antidepressant levels will Increase with 
smoking cessation [11] (8). 

3. Schizophrenia 

Patients with schizophrenia who smoke are often not 
interested in stopping (33, 44 , ! 96). Thus, strategies to 
motivate these patients to commit to quit are especially 
important [III|. When patients with schizophrenia do 
try to stop, many are unsuccessful (33); thus, intensive 
treatments are appropriate even with early attempts 
[IHl. The high prevalence of alcohol and illicit drug 
abuse in patients with schizophrenia (33) can inrerfere 
with smoking cessation [11). The blood levels ot some 
antipsychotics can increase dramatically with cessation 
and nicotine withdrawal can mimic the akathisia, de- 
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prcssion, difficulty concentrating, and insomnia seen in 
patients with schizophrenia [see section IV,C.3.c,l 

4. Other psychutric disorders 


There is insufficient information to make specific rec¬ 
ommendations about tailorinjt treatment of smoking 
c^sation to the needs of smokers with other psychiatric 
di^irdcrs. in general, when psychiatric patients make 
hittcmpt at smoking cessation, they should be fol- 
’wed closely to monitor for more severe nicotine with¬ 
drawal, exacerbation of their psychiatric disorder, and 
sihle side effects due to cessation-induced increases 
in medication levels jlll| (8). 



iONCURRENTCE 



LMEDICAL DISORDERS 


eitcral 



feen, psychiatrist 
lents in consultatit^p^l 
fiencs who smoke tyv 
nesses. In fact, the o: 
,[ated medical illness 
g the patient to 
"have bi 

rate 

many 

atment (73), a stc 
V^th these patients [I 
Re given minimal the7tt> 
rricular reasons t 


raed illne! 
^^^^^ater s 




ed ro see general medical 
dirion, many psychiatric 
pking-induced medical ill- 
iagnosis of a smoking-rc- 
an opportunity for moti- 
uit attempt (731. Smokers 
nosed with a tobacco-rc- 
ack) have a substantially 
ing cessation (731. Since 
uit on their own without 
c'^e approach is appropriate 
I In this approach, patients 
ies initially unless there are 
ore intense interventions 




•g.. current active aswtrob^ependence). With this ap- 
oach, the clinician follow these high-risk pa¬ 

rents closely to initiate tr^tment promptly because 
any p.itients will rfe|^^fccr minimal treatment jl] 
8, 73). If minimal-,treatment fails, a more intensive 
catment should be 

If the patient is for a medical problem 

en he or she dec^^^^^top smoking*-withdrass'al 
y not be a problem while the patient is in the hospi- 
il; thus, nicotine repliiccmcnr therapy may not be nec¬ 
essary [III| (48. 73), However, many patients find that 
rhdrawal symptoms occur upon return to their natu- 
pl environs (16); thus, these patients should be fol- 
wed very closely after discharge to determine whether 
#^tinc replacement therapy is indicated |I|. 

In patients with general medical problems, it is impor¬ 
tant to remember that smoking interferes with admini¬ 
stration of many treatment medications, increases risks 
of anesthesia and surgery, and impairs healing (42). That 
smokers are at very high risk for lung cancer, chronic 
obstructive lung disease, heart disease, ulcers, etc., needs 
to be considered in all medical evaluations (61). 

Finally, several childhood illnesses are associated 
with secondhand smoking (e.g., upper respiratory ill¬ 
nesses) (2.2. 23). Pointing out this relationship is often 
a motivator for patients to stop smoking. 


2. CtJrdtni'jscular disease 


Patients either at risk for or who already h.it e Cardio- 

vascular disease should be made aware of three facts to 
increase their motivation to stop smoking 1U|; 11 The 
risks of cardiovascular disease decrease markedly in the 
first year after smoking cessation and are near norm.il 
by 5 years postcessation (197). 2) Stopping smoking 
also substantially increases post-myocardial-infarction 
survival (197). 3) Stopping smoking is much mtirc im¬ 
portant than changing diet, weight, or exercise (197). 
The one anecdotal observation of heart attacks occur¬ 
ring while using nicotine patches has been refuted hy 
empirical studies that show that the nicotine patch is 
safe in patients with stable cardiac disease (193). 

J, Pulmnnary disease 

Smoking cessation improves many respiratory symp¬ 
toms (sometimes cough is transienily worse in the first 
few weeks) (16) but causes no or little reversal in pul¬ 
monary function (197, 198). In most cases, cessation 
does stop the accelerated decline in lung function with 
chronic obstructive pulmonary disease {1 97). Smokers 
who persist in smoking despite pulmonary disease ap¬ 
pear to be highly nicotine dependent with a high inci¬ 
dence of alcohol problems (64, 199); thus, treatment 
with nicotine replacement therapy and screening for 
alcoholism are especially important in this group 
[III|. Also, smoking cessation increases theophylline 
levels up to 40% (42). Some have suggested pulmonary 
function changes due to smoking can be used as moti¬ 
vators in such patients, but this has not been well 
tested (50. 55). 

4. Cancer 

The risk for cancer declines with increasing duration 
of abstinence from smoking (197). in those who already 

have cancer, cessation improves the quality of life (73, 
197); thus, cancer patients should still be advised to 
stop smoking |!|. 


C. DEMOGRAPHIC AND PSYCHOSOCIAL VARIABLES 
1. Elderly 

The rates of smoking in those over 65 are lower than 
in younger persons 115%-20%) (200). Cessation in this 
age group is still beneficial both in terms of the length 
and quality of life (197. 200). There are programs tai¬ 
lored to the elderly, bur these have not been well tested 
ro see if they are better than nontailored programs (200, 
201). Bchaviorally based programs appear to he effec¬ 
tive and are recommended with the qualification that 
cognitive deficits and depression are common in this 
group |n|. The ciderty do not appear to have greater 
side effects with nicotine replacement therapy (202), 
and this treatment should be considered |lll. 
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2. Ynuth 


Despite a larRe pubiic health etfon, the prevalence o/ 
5 mol:mg m teens has actually increased in the last i years 
(Monitoring the Future, 1995, unpublished data). This 
increase appears to be associated with tobacco advenising 
(5). Although policy initiatives focused on illegal sales, 
^atio\, and vending machines are essential tocombar- 
fcc^mojing among youth, providing treatment for smok- 
ir^^^ration also tould be helpful. Young smokers appear 
^' develop nicotine dependence fairlv quickly, in chat 
withdrawal when they cry to quit, and most 
^oit difficult to stop (5). Smoking is highly correlated 
th al.^hol/drug problems in youth (37); thus, screening 
horbidiry in this gro^f^ppears important. There 
studies of smoking treatments for ado¬ 

lescents'; and none that shc^liigK' long-term quit rates 
the Work Graup otii^tcotine Dependence 
found ^ reason to believe IhaFthl psychiatric manage- 



^ategies (table 7) an^ 
effective in adults W' 
|ese are recommendi 
placement therapy would 

tested (5); however, baxei 
are nicotine depi 

sy 

ti 



I’chosocial treatments 
be effective in youth; 
Whether nicotine re¬ 
in this group has not 
e results from adults, 
.g., h.Tve withdrawal 




rorfS upon cessation) Sholld Be considered for nico- 
acemet^^py 


ed women were less 
mg, more recent data 


ugh earlier studie 
succeed in stoppi 
women are quitting a^lme rate as men (203). 
tors that undermit^^^^ion in women appear 
pression, social su^ort, a'nd weight gain (203) 
ata have suggested merT^ * 



better with nicotine 
omen do better with 
indings have not been 
women have more 
ore influenced by so- 
unclear (204). There 


fment therapy t-03^ 
ie (165); however,^ 
ftently replicated, 
iwat symptoms and a|e 
pport than are mei| 

replicable empirical data on how to tailor smok- 
Jtmenrs to the needs of women (203). 
aking during pregnancy is associated with increased 
|tal complications and low-birth-vveight babies 
*How much of the low birth weight is due to nico- 
vasoconstrtcrinn of the placental artery or 

_^lonovide-induced hypoxemia is unclear (205, 

206), if a woman stops smoking within the first two tri¬ 
mesters, her risk of havinga low'-birth-weighr child is near 
normal (2051. Female smokers who do not stop early on 
in pregnancy appear to be highly nicotine dependent (24). 
Beh.ivior therapy tailored to this group appears to be ef¬ 
fective and is recommended |!1! (73. 205). Weight gain 
concerns and depression may undermine resistance to ces¬ 
sation in this group and need to be addressed IIH] (73, 
205). .Many pregnant smokers relapse immediately post¬ 
partum (73, 205); thus, special emphasis on maintaining 
abstinence postpartum is indicated III). 

The use of nicotine replacement therapy in pregnancy 



IS debatable (23. 206). Recent preclinica! data suggest 
nicotine itself could adversely affect the developing cen¬ 
tral nervous system (207); however, the level of nicotine 
to which the fetus is exposed is much lower from nico¬ 
tine gum and patch than from cigarettes. Nicotine re¬ 
placement therapy should still be considered in preg¬ 
nant women who have tried ro stop during their 
pregnancy but have not been able to do so because of 
withdrawal symptoms [llll. If nicotine replacement is 
used, the woman should understand the benefits and 
risks of nicotine replacement therapy, and the clinician 
should consider a lower dose and e '^.horcer duration of 
treatment to reduce feral exposure to nicotine jlll]. 

4. Race/ethnicity 

In examining the association of race, culture, or eth¬ 
nicity with nicotine and other drug dependence, it is 
important to differentiate sociodemographic factors 
(e.g., income, education) from race/ethniciry factors 
(208). Blacks are less likely to initiate smoking, smoke 
fewer cigarettes per day (11), and appear to be less 
likely to become nicotine dependent (31), but have 
higher cotinine levels and are less likely to stop smoking 
than whites (208). There are no replicable empirical 
data on how to change the form or content of cessation 
therapies for blacks versus for whites (208). 

i. Socioeconomic status 

Smokers who are nonprofcssionals, less educated, or 
poorer are more likely to start smoking and, once they 
srart. arc less likely to stop (11,209). Although not well 
studied, smokers of low socioeconomic status probably 
have less social support for cessation and may have less 
knowledge of the harm from smoking and the benefits 
of cessation (209). Finally, these smokers have less ac¬ 
cess to formal therapies for smoking cessation (209). 
One study of providing free smoking cessation therapy 
(i.e., nicotine replacement therapy) to low-income 
smokers found quit rates similar to those of higher so¬ 
cioeconomic groups (210). There are no replicable re¬ 
sults to indicate how to modift- treatment for smokers 
of low socioeconomic status. 


D. TYPE OF TOBACCO 
(. Cigarettes 

The data and conclusions cited in the previous sec¬ 
tions are for treatment of cigarette smoking, Cigarettes 
comprise over 95% of tobacco consumption in the 
United States (11). Cigarettes .are very dependence pro¬ 
ducing because the inhalation route produces high arte¬ 
rial concentrations of nicotine that very quickly reach 
the brain (15,42). In addition, the cigarette is a delivery 
device that allows easy titration of the dose to achieve 
different effects 115, 42). Finally, the high availability 
of cigarettes and multiple cues lor their use make cessa¬ 
tion difficult (IS, 42). 
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2. Smokeless tobacco 



The prevalence of smokeless tobacco use has in¬ 
creased dramatically in the last decade (211). .Vlost us¬ 
ers are young men (2l2i, Smokeless tobacco provides 
nicotine via buccai absorption (211, 212), with a 
slower race of nicotine absorption but resultant nico¬ 
tine blood levels similar in magnitude to those pro- 
dLi|:ed by cigarettes (42, 213), Smokeless tobacco use 
induce nicotine dependence, including a with- 

rawal syndrome (42, 213). Smokeless tobacco use 

Ijpdufes medical harm including gingivitis, oral can- 
|s, etc. (211-213). Often, smokeless tobacco users 
have detecta bic ancf readily observable oral lesions that 
c-flt be used as motivijors (211). 

^^Ithough the cessatioY^^^s with behavior therapy 
somewhat low inb^^^ress tobacco users, behav- 
al therapy appcars^feccjve and is recommended [II] 
" 11, 213). The sinlTe^tuc|y of nicotine gum showed 
n efficacy (214). of the nicotine patch. 


nonnicotine mint snuff, or other pharmacotherapies (qj i 

cessation of smokeless tobacco have nor been tesrej 
Nevertheless, given that smokeless tobacco users api 
pear nicotine dependent, a trial of nicotine patch ther¬ 
apy is indicated in those who have failed because of 
withdrawal symptoms [III]. 


3. Patients who smoke ptpes/cigars 





The major distinction among pipe and cigar smokers 
is whether they are primary or secondary (i.c., 
viously used cigarettes) users, as secondary pipe/cigar 
users smoke more intensely |213) and thus may be more 
nicotine dependent. .Although nicotine dependence is 
likely to occur in some pipe and cigar users, there is no 
empirical data on nicotine dependence or its treatment 
in this group. However, based on the data from adults, 
pipe and cigar smokers who are nicotine dependent 
should benefit from the same treatments recommended 
for cigarene smokers [Illj. 


VI, RESEARCH DIRECTIONS 



everal ^^^s research directions for 

velopin^^^tmen^^^r smokers without concomi¬ 
tant ps}fsI^ig@l|disor^^^y, 66, 101, 213, 215-217); 
;us, the foliovving sramnwit! focus only on research 
ections for the psy^^^BSgy aspects of smoking. 



psychiatric patients are almost completely absent. Stud¬ 
ies of the prevalence and incidence of initiation and ces¬ 
sation of smoking, movement through the stages of 
change, rates of quit attempts, relapse rates, etc., are 
needed for smokers with major psychiatric disorders. 


EPIDEMIOLOGY W-Ni^TDIL^L HISTORY 

1 OF NICOTINE DE^£5iIi^NCE 


C. .VIORBIDITY FRO.M SMOKING IN PSYCHIATRIC 

P.\T1ENTS 


IN'icotine 

^s than has alcoho 
]^r knowledge ther| 
jdies of the preval^ 
indence using the 


e has been studied much 
er drug dependencies. To 
!y two population-based 
correlates of nicotine de- 
riteria (32, 24 8) and only 
using the Fagerstrom scale (219). Serial cross-sec- 
nal and longitudinal epidemiological studies of nico¬ 
tine dependence are needed to determine a) whether the 
^evaience of nicotine dependence among smokers is 

Creasing over time, b) whether certain groups (e.g., 
oor, those with nonnicocine drug dependencies, 
with a history of depression) are especially vul¬ 
nerable to developing nicotine dependence if they take 
up smoking, and c) the natural history of nicotine de¬ 
pendence (e.g., how soon does it develop, whether some 
smokers are immune to developing dependence). 



How often psychiatric patients die from smoking-te- 
laced diseases is not known. Demonstration that many 
psychiatric patients die from smoking-related illnesses 
might help motivate psychiatrists to be more a^ressive 
in their treatment of nicotine dependence. Prior case- 
control mortality studies of psychiatric disorders have 
often not factored in the much higher rates of smoking 
in psychiatric patients; e.g., the high rates of cancer in 
depressed patients may be more related to their smok¬ 
ing habits than the competence of their immune system. 


D. PATIENT-TREAT.MENT M.-\TCH1NC 


B. EPIDEMIOLOGY .AND NATUR.AL HISTORY 
OF SMOKING IN PSYCHIATRIC PATIENTS 


.Although the natural history of smoking initiation 
and cessation is quite well described, similar studies in 


As indicated previously, there are a few empirically 
based studies of treatment-matching strategies for smok¬ 
ers with different levels of motivsrion to quit (39,70), for 

different types of behavior therapy (102, 103), and for 
the use of nicotine gum (12) or nasal spray (147) in highly 
versus less-nicotine-dependent patients. At present there 
are contradictory data on how to determine which p*" 
tients need nicotine replacement (101). We are unaware 
of any data on how to select patients that especially need 
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sKonsF. ^>^^FNn^^c t 


behavior therapy. .Vtosr importantlv tor this j>utdeline. 
there arc no Jam on how smokers ^\'Jch ak'ohol/druc 

ahtise, jnMcry. depression, or other psychiatric disorders 
should be matched to specific treatments. 


E. TREATMENT OF SMOKING IN P.ATIENTS WITH A 
F'’CU1!^RENT PSYCHI.ATRIC DI.SORDER 

has shown that hehavioral/cngnitive thcr- 
^y for depression is especially helpful with smokers 
depressive symptoms I i 80, 1 951. Other srud- 
l^s ”Faw rested treatments for smoking among those 
^cohol and other drug dependencies, but none 
much success (3d^,^s described earlier, smok- 
nonnicotine psyebi^^yrug disorders appear 
itona^ more difficulty sto^^og Poking (2. 167); thus, 
efficaevof creatmeints-^'different content and 


durariigfi in smokers wit)| p«^ qr present histories of 



ViE iNDi 



specific psychtairic disorders, especially depression and 

schizophrenia, are needed. 


F. TREAT.VSENT OF WITHDRAWAL OS' SMOKE- 
FREE UNITS 

,As described earlier, several studies have found that 
smoke-free units are not as difficult to manage as pre¬ 
dicted (1901. Fdowever. because smoking cessation 
causes nicotine withdraual symptoms that overlap 
wirh many psychiatric symptoms (e.g., irritability, in¬ 
somnia), cessation has been hypothesized to interfere 
with psychiatric diagnosis, to worsen several psychiat¬ 
ric disorders, to cause relapse in some patients in remis¬ 
sion, to mimic or worsen side effects from several medi¬ 
cations, and ro sub^antially increase blood levels ot 
several medications (2, 8). Whether these effects ;tre 
clinically significant needs to he studied. 
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Hes to present a serious problem for our society, 
siness world. Individuais who use drugs can t>e a threat 
soothers in the workplace. 

Ives to ensure safe and heaithful working conditions 
ges. In keeping with this effort, we have always 
nd related acts, such as giving or selling drugs, in the 


licy has recently been updated, and contains some 
The updated policy is included in the brochure 
cter. In addition, the brochure contains information 
drugs, their effects, and their dangers. Information on 
mg problems w included as well, 

to review the contents of this brochure carefully. Ail 
sible for understanding and adhering fully to die Drug 


r Dr ^^^ bu 
porc^^^cha 
acco 

different ty] 
urces of help 

ease cake th 
ployees are 
ibuse Policy. 

Morris continues to stand by its commitment to maintain a 

e workplace^^^^ arc confident that our upxdated Drug Abuse Policy, and 
ducacional efrorts^ch as this brochure, will contribute to the maintenance 
f a safe and healthful work environment. 




Mike Siymflijffcayk 
Senior Vice President, Sales 
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Drug Policy 



I. Drug Abuse Policy - Revised. August 1992 


It is the rstablished policy of Philip Morris U.S.A. to provide 3 safe, dnig-ftrc working 
environment for its employees. In addition, the Company complies with all provisions of 
the Drug-Free Workplace Act of 1980. 


Ail employees arc expected to be present at work as schc, lied; to be in suiUble mental, 
eroDtional, and physical cotidiLion when at work; to perform their jobs satisfactorily; and 
to^xd^ve, appropriately. When the use of drugs interferes with such expectations or m 
ar^e^^wav has an adverse effca on the Company, employees have the opponunicy 
to^bcain appropriate asslsancc on a confidential basis through the Company-sponsored 
Assisance Program or a program approved by the Company's Benefits 



§ empbyccs to meet the basic expectations desaibed above and/or to avail 
s of the proffered awi.scancc prior to violating the Company Drug Abuse policy 
in dLsdpliaary action up to and mduding term/nnhon. In other words, 
on in the Employee Assistance Program or another approved rcltabiiitation 
is not a shield against discipline; such panidpaiion doe.s not supersede the 
Drug Abuse policy tjr any discipline for vioiaiion of its provisions, 

in this policy is the use of all forms of narcotics, depressants, stimuiants, and 
igens. inctuding norijuara and cocaine, 

purchase, transfer, use, or possession of illegal drugs or unauthorbed preserip- 
crorT^rel^ on Company property including vehicles, etc,, W'tll result in disciplinary action, 
including termitution. The use of dnrgs, other than for prescribed medical 
during working hours or while in a representational capacity for the Company, 
•f on or off Company property or inside or outside of vehicles, is prohibited. 



in general, medicaily-pnescribed drugs used in conformance with appropriate medial 
instructions are exempt from this policy. However, the Company reserves the right to 
evaluate such sicuatbns and to determine whether legal drugs taken under medial 
supervision impact an individual’s ability to perform ail a.spccis of the employee’s-job 
satisfactorily and safely. 


Employees are encouraged lo advise their supervisors whenever they arc taking drugs for 
medical rreasuns that may affect tlieir behavior or job performance. Whenever use of 
prescribed drugs has an adverse rcaciion which negnlively affects job pcrfotrrance and/or 
safety, the employee should be relieved of his or her duties for the dumbon of the impairmenL 


ooooooc>o 



http://legacy.library.ucsf.ed ulitdihp-O^ap§//0«sltvw.industrydocuments.ucsf.edu/docs/zkxl0001 


52601 1256 








SENT BY' 


11- 1-36 ; 5;33Py ; PLC OFFICE^ 215 546 0341'.= o. ls 


OiDg Pdicy 


PM USA Solei Force 


A- Applications 


Pre-En^Joypnuent Drug Screening 

y 

All Sales Force Employees arc required to succcs^Uy complete a pre- 

employment dnjg sercto prior to being accepted for empkjyment with Philip Morris U.S.A. 




employroeni wiU of the Company's posiiion with regard to this 

ipliancc with the l^crai Drug-Free Workplace Act of 1988. 

W"- 
5 


tance Prvgrc 


Philip Monis'fl.'ilJ give the same^^^^ralior) to employees with drug dependency 
problen^as it does to employclste^g other health problems. Actively seeking 
assisian^^tC^ocperating wid^^^^rribed trcaLmcnt regimen will not place an 
employd^^b at ris^|^wcvc:^^^^ons of the Company's Drug Abuse policy prior in 
■seeki Bg^b^ ilitatior4a«^assis aac e. iinsatisfaciDfv pcjfomiance, attendance, punctuality, 
or beh^ioral prob^m^py pi fe^ie.g molovec's job in jeoprdy, even if the prescribed 
ireatiBs^sisslollowed 



Philip 
counse 
ihe Em: 
avoilabO 




provides an Employ^^^sistancc Program, a confidential referral for 
d/or treatment is a part of its Benefits Plans. Information about 

y|c Assistance ProgriijiJs^^vidcd in the Emptoyee Handbook, and is 
.m the Human Resources ^ Sales department. 



ho are expcriendtef^tyBatelems with drugs arc strongly encouraged to make 
oyee Assistanc e Pfpg rirp in order to avoid violating the Company Drug 
Employee paxtit^^^^ in the program and adherence lo the prescribed 

prograni will be given serious consideration in any employrnent decision 

rug use, but such panidpaiion docs not exempt the employee from disci- 
does not supersede the Company's right to disdplme an employee for 
the polity. 



I | 

; jWi j 

i in/qpnai^t'Abp^ other \ 
t sources oXtUsistii^e/or j 

I drug 'dn^^^pboUrel^ii \ 

1 :E'' j 
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Violntion of Company Rules 

Wlx:ncver ihcre is reasoruble cause to believe that an employee has viobtcd the 
Company’s poliq' (as characiertzed, for insance, by abcnanc or erratic behavior on ihc 
job), that employee will be subject lt> immcdialc suspension, wilii pay, pending a 
Company lovesugacJon. 


Note: In the course of a Company investigation, employees suspected of violating this 
policy may be required to submit to a Fitness for 'VPofi: cramination, which nny 
include a seteenirtg drug testfs). Empbyccs will be advised that such tests may 
administered. 


the resuks of ihc tcstCs) confirm a positive drug finding, such results will be 
|mmunjcaicd to the employee’s .Supervising Manager and the Direoor, Env 
■yee Relations - Sales, While an employee may decline to be tested, such a 
linaiion constitutc.s grounds for disciplinary action up to and including 
Lion. 




c investigation is completed, the employee is found not to have viobtcd this 
employee will be returned to work. 


investigation, the Company delcrmines that the employee has violated this 
rrcclive action will be taken against the offending employee, which will involve 
action up to and including termination. The course of action to be taken 
termined jointly by Sales Management and the Ruiran Resources • Sales 


an employee is charged with a workplacc-rebicd criminal offense due to 
ssession and/or use of controiicd substances, the individual wifi be placed on 
Spcciai Authorized Leave of Absence, Rcinsuicmcnt will be considerEd based 
3 number of factors, including the Company's internal investigation and the 
icomc of the-legal proceedings. This is in accordance with Philip Morris" 
Policy concerning reasons for Special Authorized leave of Absence. 


AdditionaJly, an employee involved in an acrident while operating a Company vebicje 
will be required to undergo a drug screen, in accordance with the procedures .specified 
in the Vehicle Safety Policy, 
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B, ResponsibOJUes 


Employees 

Dnjg-7ree Workplace Act, an employee must notify Ln writing his or 
“^^^^^riipcrvisor and the Manager, Region Employee Relations within 5 days 

crimlaal dnig offcnic. Failure to any out these respoa- 
^ disciplinary action up to and including termi. tlon 

L 

!» r Ma^^^Sne to report workplacc*reJatcd situations as - 

statement, ;ppssession and/or use of ilic^ drugs imy be 

“= or possession of 


Ii Is the 


taking place, a inember 

illegal his/hcj respons^^^ 

notify the next ^^^ 
Presidcra, Region Sales and.^K 

Tak^t^^^ document tfic^ffi 
th6^E^tion.^M 


f held management up to and including the Vjet 
^ger. Region Employee Relations, 

Including statements from any other individuals 


Manager, Region 



Imr^diat^^gofni the Director, Rebtions - Sales of any violations or alleged 

violatjoiis^^ policy. * 

Conduct i^c^gatJons of violaliof;^^ policy with Sales Management and the 
Director, B^^iyee Relations - Sales, | 


drm the Director, 
s policy. 


Director,^^^loyet: Relations -1 


As requ 


1 C Dnjg-Free Wt^fc^iaccrAa of 19S8. ensure thac 


The^^priaie contracting agency or agencies is informed within 10 days after 
3n employee tvorkpiace-related criminal darg conviction. 


Ap p^g^lc disciplimiiy acu'on is taken againsi such employecCs) within 30 days of 
such workplace-related crimirul dnjg conviction, or, require atisfac- 
lory enrollment and prTldpaiion in a drug rehabilitation program. 


Interpretation of Policy 

Direct questions to the Manager, Region Employee Relatotis. The -Manager, Region 
Er^loyce Relauons will consult v-dth the Director, Employee Rclations-Sales, as the need 
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n. Drugs and their Effects 


Wbat Is a drug? 

A drug 15 any chemical sub.stancc, lutural or synthetic, which produces physicat. mentaJ, 
emocioroi, or bchavioraJ change in the user. 


abuse} 

is the use of a drug for other than medicinal purposes which results In the 
, nocntal, emotional, or social weli-being of the user. 


are abused? 

rbiturates, narcotics, amphetamines, cocaine, crack, marijuana, and haJludno- 
c among the most commonly abused drugs, although the list is endless. Drugs 
b>c legally prescribed for medidnal purposes can also be abused, through 
mi^'sTor^sc by someone other than the person for whom the drug was prescribed. 


drug addicUnn? Is there a difference between physical and 
j3s£ciboi^j»ca/ dependence? 

iction is a term often used to describe a user's “physical" dependence on a 
Ph^ical drug dependence U characterized by physiobgicaJ changes, in which the 
roes used toa drug and needs it to function. When the individual stops taking 
the drug, he or she will experience withdrawal symptoms, such as vomiting, tremors, 
sweating, insomnia, and possibly, convulsions. The term is gradually being replaced 
with the more generic term “drug dependence". 

Drug dependence is ihc need for a drug which results from continuous or periodic use 
of that drug, and may include both physical and psychological dependence. Psychologi¬ 
cal dependence occurs when an indivjdual feels a drug is needed in order ro feel good, 
or normal, or just “get by“. Psychological withdrawal is cbancterized by anxiety and 
cravings, both of which may he extremely inlcrisc. 


3 0 0 0 0 0 0 
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I 


What is aJcoboUsm? Who is an alcohoUcf 

Most experts agree that a person has a problem with alcohol, or is aa alcoholic, if: 

1) or^c cannot; abstain (c.g., feels that he or she catwot get through the day. 
^^^^vent, etc,, without a drinlcl, 

r < OR 

cannot coatrcl his or her drinking (e.g,, is unable to stop drirdcing 


he or wo drinks), ; 


Kx 


^cr drinking has a ^gaii^ impact on families, friends, and jobs. 


Why abuse drugs? 

There are ^ 


Some c feta^fasai^ li or believe lliat drugs can Itelp them “es¬ 
cape" ftor^tensfens, pr eibicf ns. a gd yaliH y. Continuous social pressures and peer 
influcncc^^^^ a role, true for young (xroplc, although it can influ¬ 
ence In addi^^^nany^^gS can be obtained with rclaiivc case. 


Conlin 
use, nola' 



of drugt; leads tD|^ 
Stemming fro;^ 


ttrcmely powerful motivatinns tn continue to 
I and/or psychological dependence. 


|rfiWift.vyv«x*^ 

j to use drugs egnancy? 


can be. 
aspirin, without It 



men should be extremely cautious about taking 
iting their physician. 


Is it ^os| 

trouble?^ 


! to gel medical help for drug problems without getting into legal 


Yes. ThrS^^^^guLiliotis wtiicli protect the coiifidcnliuliiy of patients in irealmcnC. 
Doctors, psychologists, and drug treatment centers arc required by Federal law to keep 
confidential any iitfotTralion obtained from patients. However, in certain circumstances 
the law does allow for disclosure, so that, for example, other doctors can treat the 
patient, or so that insurance providers can provide benefits, Ot is best to discuss these 
issues with your health care provider ) 
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DRUG: Alcohol 


EFFECTS: 

Initially, alcohol iranquilbies and rebxes .some people. Por others, alcohol appears to 
have a .slin^ating elXecL Kestraint is weakened and tension released, which may cause 
a careiree feeling 

;,\tcohoI depresses acliviry in the central nervous systEm, and acts Hrsi to depress activity 
parts of ihc bialn associated with sclf<Qnlrol, decreasing inhibitions. 

^ latEPf amounts, alcohol can dull sensations and sciiously impair memory and judge- 
iVoluntary motor actions, such as walking, and actions rnvoh/Lng eye-hand 
idon becorne serbusly impaired, 

^larger amounts, deeper areas of the brain are aifected, which may result in 
i^ion, stupor, and loss of consciousness, 

4d in large quantities over a long period of time, alcohol can damage the liver and 
id can cause irreversible brain damage. 



OLOGICU. DEPEiyDENCE: Yes 
CAL DEPENDENCE; Yes 
^>V^E/0VER1>0SE REACTIONS: 

-outs' (loss of merrory of events during intoxicated state), confusion, incoherence, 
corralosc state. Death is possible due to severe depressiem of brairrceoiers 
control heartbeat and breathing. Used in corabtnalion wLlh other depressants 
l^l^thc barbiturates), the elTccls arc greatly intcnstTied and the risk of, adverse reaction 
scs trcmcndoLisly (see Barbiturates section). 


EFFECT ON DRIVERS: 

Evert ofie or two drinks can impair a driver's judgement and reaction time. Research 
shows that a driver who consumes belweeri six and seven dnnks in a two-hour period 
and then gels behind the wheel of a car is 100 times the irafTic risk of a non-<lfinJdng 
driver. One half of the ^.000 deaths from car accidents each year in the United States 
arc alcoliul-rcLited, 


oooooooo 
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USE BY PREGNAJVT WOMEN: 

Rfccnt. studies show that pregnant women who drink heavily (defined as drinking more 
than three ounces of alcohol a day, the cquivalcnl of aboui two enbeed drinks, or two 
twelve-c^ce ^eers, or Two Dve-ounce glasses of wine) am a higher risk than ocher 
women|of havi|jg babies with physical, mental, and behavioral abnormalities. 

, Syndrome" can be the result of heavier alcohol abuse during pregnancy, 
ted by tnental retardation and physical deformities in the child. 


Some SB 


jve dememstrated that lighter drinking, or an occasional "binge", can 



—* 


-,5 

Barbiturat 

■■■ — I 





STREFT 



YeHovv-jackets 


Many BSfBYfafaies nw 
alion, ^jggp^ ss, sl^i^^^fenul 
comm^ffl^ls. Bizarre thou 
higher 

y 

PSYCnC3feO&lCAL DEPENDEN 



s reds, ludes, downers 


to induce sleep and reduce stress. Rebx- 
lysicai functioning, and impulsiveness are 
ientation. and slurred speech may occur with 





PHYSIC?^fePENDENCE: Ye 

5 K«W 

5 E REACrfOr 

Confusic^^^cteased jesponse to pain,' shallow respiration, weak and rapid pulse. Due 
to deof d^B of central nervous system functioning, the centers controlling breathing 
and hea^^t in particular, coma and death arc possible when ingested in larger 
amounp 

with alcohol, may cause relaxadnn of the diaphragm to the degree that 
Ics. 



USB. BY FREGNANT WOMEN: 

Babies bom to barbiturate-dependent mothers are often themselves bom physically 
dependent, and require special care and Ireatment. These irtfariK suffer painful and 
dangerous withdrawal symptoms after birth. 




( 


j EarlrUvraiis ineJiuie 
! fieirnhiit^ Secopii OJuJ 
'Phe^bai^^-[ 2 
Qua^lud4, 'a s tr^ 
is cipseiyy^la^d to the 
bdribifufy ^ 0^ 
bas sihiiCU^'^Jfect'i^ ' 
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1 Narco'Hcfytnch^yi^^^^ 

1 deTiyed/^^p^0^'^^^ 

I pbin^ a(>S c(^^ne^ :in ':y[ \ 
Ibe L';5, AeTO|:iiriccoiCTi,T ! 
/or' 

. mmiMmm^ 

; u-'kfcb hmieTsi^l^^M^s^- 
acHons.'0SiCb'ii 
done. ■■!«; . ' : 


' !' .;/••.■■> V. 

‘ ’• Vy' ^•' 


■> ; 




DRUG: Narcotics 


METHOD OF CONSUMFnON: Injection, inlialalion, ingestion 

KFFECTS; 

Narcotics reduce physical pain and cause drowsiness. Euphoria, relaxation, apathy, 
difTicuJiy in concentrating, sbwed speech, decreased physical activity, diooting, itching, 
^nd nausea have all been reported. 

a very powerful pain suppressant and sJeep inducer, is legally available, as is 
an ingredient ui many prescription pain and ccxigh suppressants. 

is a syntiielic narcotic used in the ircatnient of heroin dependence, It 
die craving for heroin and prevents onset of withdrawal syraptoms, without 
^^Phng the ‘high' that accompanies heroin use. (Heroin withdrawal begins within 
six hours after a heroin dependent person’s last injection. Shaking, sweating. 
OtO,rnl^ ne, chills, abdominal pains, and diarrhea, all typical withdrawal symptoms, appear 
12-16 hour;.) 


^^^nMone abo causes physical dependence. However, in ircatnrent centers, it can be 

^^fi^Uy regulated and adtninisiered. Many Litaimcni centers provide for methadone 

once heroin dcpendertcc has been successfully treated. 

^^nOLOGICAL DEPENDENCE: Yes 
^ni|lCAL DEPENDENCE: Yes 

E/OVERDOSE REACTIONS: 

^^pfssed levels of consciousness, low bbod pressure, rapid Ite-ah rate, shallow breaih- 
^^l^anvulsions, coma, and death arc possible. 

Physical dangers depend on the specific drug and dosage level, its source, and the way it 
is used. UnsicriJc needles, syringes, and other paraphernalia can cause any of several 
diseases (e.g., scrum hepatitis Is comnyon). The life expectancy of the intravenous 
heroin user is significantly shottcr than that of one who 'snorts'' or ingests the drug. 

Actual heroin concentration can vary widely from pur chas e to purchase. If the amount 
of heroin is much higher than the user is accustomed to, the overdose can resulr in 
death. Contamination or combinations of heroin with other substances or dntgs can be 
lethal when injected intravenously. 


oooooooo 
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DRUG: Cocaine 


MET^D 0^ CONStlMPTlON: Inhalation, injection, ingestion. Also smoked in a form 
calle ^fre^^ ise*. Freebase is the most toxic form of cocaine. Smoking freebase is the 
fasle^^^"'to get the drug to the brain and therefore offers the quickest ’high’, 


Cokr,-, blow, snow, toot 


Incn^^oranfidence and plea^^smsc of power, mood devaUon, sense of energy, and 
been reported. ^CT&S^d appetite and weight loss, anxiety, resiiessness. 
irriubUicy, ^piciousness, andk^^ia have been rtporird as well, among reguiar 




PSYCHOLCXilCAL tiEPENP 


PHYS^S fepENDENCE: evidence 


PaqjQoyyjpC uncot^roh. of regular use, depression may occur upon 

ces^ ^^^f hich may be sevei^^^g^ng users to return to the drug. Birarrc behavior has 
also b^^^porifd, as well as lions of touch, sight, taste, and smcU. Heavy, 

rcpcai^^^>sC5 may trigger in users who arc prone to mental instability. 

Repcr^^^rltalation often rcstes'tfHj'fllaiiori of the nosiriJ and nasal membranes. 
Inject^^^th non-sterilc equp^^^can cause hepatitis or other infection. 

Cocail^^toxic. Although ri^^^ijnc overdose deaths have occuned from injection. 
inl^i^SWand ingestion of typically as a result of seizures followed by 

respiral^ or cardiac arresL ' 

Frcet^^^ers app<;ar to form the strongest psychological dependencies of all cocaine 
users^nd appear ItLss able or willing to control their use of the drug. 


J)RUG: Crack 


METHOD OF CONSLWnON; Smoked 


C^ac^ is' intbiablerj^^ 


edin'^ . ' 

*^ck^. cdcitiT^ ' 

■ considered the nioit 
dddlc^iveinegidd^^^ 

\ tinibe'mari^ 


C O O O O o c 
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EFFECTS: 

Rtaclj&s the brain in less than ten seconds. Euphoria (ntarkedly greater than that 
produced by other forms of cocaine), hyperactivity, unpredictability, foliowed within 
minutes by feelings of depression, which nay be quite pronounced. A crack ‘high* lasts 
between 5 and 20 minutes. 

psychological DEPENDENCE; Yes, which may be extremciy pronaunced and may 
develop within two weeks of using the drug. 

DEPENDENOE: No dear evidence 


ffi/OVEBBOSB REACTIONS; 

/ addictive. Also, crack Is deceptively affordable, as it Is typically sold in $10.00 
nls (for one crack pclleO- As dependency progresses and usage increases, the 
he habit Increases geometrically. 

PREGNANT VOMEN: 


Jve documented birth defects in infants whose mothers used crack during 




UG: Amphetamines 


NAME: Speed, uppers 


^^ij^of confidence and alertness. Mood elevation, increase in speech and general 
pysS activity, decreased appetite, aniicty, imtability, insomnia. 

There arc a few medical uses of amphetamines, Including controlling appetite on a short¬ 
term basis, treating children with minimal brain damage, and treating narcolepsy, a_rarc 
disorder characterued by immediate and uncontrollable need for sleep. 

PSYCHOLOGICAL DEPENDENCE; Only for heavy users 

PHYSICAL DEPENDENCE: No dear evidence, physiological depression may occur 
upon withdrawal. 



oooooooo 
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Drugs arxJ ifieir tHeels 


apverse/overdostl re\ction& 

Paranoia and feelings of persecution, moexi swings, panic, circulatoty and cardiac 
disturbances, hailucLnalions, con’V'ulsiorLs, and coma have all been rcpsofied. 

Heavy .ipquent doses inay produce brain damage resulting in speech distuftances, such 
as difTit^ty ir^lranslating thoughts into words. Death can occur with amphetamine 
overdo^^^^ 


If injec^ 

conditi^ 

by cxir^ 


^ used hetivily, tojctits rnay buiid up in the user's body, fe5uJtir;.'in a 
own -js amphebmine psychosis. Amphciaminc psychosis is diaracterizcd 
||spiciousr>es.s, bliaj|C, and sometimes violent behavior. 



METHOD OF CONSUMPTION; 

STREET Dope, pot, W'ced 


. or less cominoniy, ingested. 


Feelings of euphori^ ^^stion.p 
rcport^l^p^y feel that their h^ 
drug, in heart rale, dryn 

often acq^jt^ny marijuana usaa? 


CAL DEPENDENCE; Ye 



^uis of exaggerated laughter arc commoidy 
^ision, and skin sensitivity arc enhanced by the 
rUx; mouth and throat, and reddening of the eyes 


iridence 


ADVERS^^ERDOSP. KDACrp^^g^ 

Although^^^ feeling of panic, arudety, and paranoia have been reported. 

Regular, feng-term (6 n'XJnlJis or mote) marijuana vise thay reduce fertility in women. 
Studies s^^thal such users are three tiroes more likely to have defective mcnstaral 
cycles. c^^%erized by failure to ovulate or a shortened period of fcrtiliry. Chronic male 
rrurijuantMi^^havc lower levels of testosterone than nonusers. Upon slopping drug 
use, testosterone levels return to normal, Research also indicates that sperm coum 
dirrinisbes as level of marijuana use increases. In addition, some of the spemi of 
chronic users are: defective and non-functional. 
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ADVERSE/OVERDOSE REACnONS: 

Paranoia and feelings of pcisccviUon, mood swings, panic, ciroilaiory and cudiac 
distudsances, hallucLnalions, convulsions, and coma have all been reported. 

Heavy,doses ntay produce brain damage resulting in speech disturbances, such 
as difTi^OfirJtranslacin,? thoughts into words. Death can occur with ampheumtne 
overdos^^^ 

if injec^^^g^l^used heavily, toxins may build up in the user's body, resulting in a 
conditi^ known as amphclaminc psychosis. Amphetamine psychosis is cliaracterized 
by cxlr^^^^pLciousrxis.s, bLzir^y^nd someLimes violent behavior. 


■ri; 



METHOD OF CONSUMPTION: 


. or less commonly, ingested. 


STREET {^AM^ Dope, pot, grass, stnoke, weed 


FceLin«^^phoria, 


reponfffr 

daig, tn^ 
often acto 


PSYCHO 


PHYSI 


AD VERS 

Although 



ly feel that their 
e in heart rale, drynes 
iny rrarijuana usa^^ 


I CAL DEPENDEN 


ENDENCE; No 


>S1I REA' 


SJls of exaggerated laughter arc commonly 
^ision, and skin sensitivity arc enhanced by the 
lire mouth and throat, and reddening of the eyes 



idence 


Althoug ^^^ . feeling of panic, anxiety, and paranoia have been reported. 

Kcgubr.^^^'ienn (6 nxintlis or more) tTrarijuana use may reduce ferULly in Vitimcn. 
Studies ihai such users arc three limes more likely to have defective menstrual 
cycles, c^^^^tgrized by failure to ovulate or a shortened period of fertility. Chronic male 
nririjuar^^^S have lower levels of tcslostcroac than nonusers. Upon stopping drug 
usCj testosterone levels return to normal. Research also indicates iliat sperm coura 
diminishes as level of marijuana use increases. In addition, some of the sperm of 
chronic users am defective and non-FunctionaJ. 
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Hallucinogms | 

ivvibrticaS^prQiiucrd/..:;. I 
lysergic 

corm/tijuro^ 


(from lhc%j^^[e caettiU)-^ 
p^lc>cybiH;^^r(m 

rmish roanri^ig en^ ' 

MecdCCi), 
syrahetics ^^ 
arnong^ Di &^,:.; 






EFFECTS ON DRIVERS: 

ActuaJ driving expeiLmcnls reveal that the drug ha5 a signifKaru impact on ^dgement, 
caution, and conccnlxation. Other studies indicate that marifuana cfTects percepniaJ and 
motor skills, abilities used when operating a motor vehicle, as well. 

USE BY PREGNANT WOMEN: 

Research is limited because of possible rlslcs to the unborn child, However, mafl|uaQa 
can crass the pbcental barrier and thus can reach the fetus. Some scientists believe that 
using marijuana during pregnancy nay have a toxic effect on embryos arvJ fetuses 
Almost all physidaris and psychologists agree that using marijuana during pregnancy is 


$ 

lUG: Hallucinogens (also knoum as psychedelics) 


SM^^ rues are capable of producirvg changes in perceptioti. 

visual and auditory haUucinalions are reported. Users report fascination with 
objects, and heightened esthetic responses to color, iCAture, spalial artange- 

S ind music. 

of lime and magniTied feelings of love, hate, joy, pain, terror, despair, etc. arc 
nrooa Paranoia, euphoria, and feelings of panic are reported as well. 

|S@fne>4hdividuaIs claim heightened creativity accompanies use of the drug, but research 
^jj^jQ^ ppon this assertion. 

fe^^OLOGICAL DEPENDENCE; Only fora minority of users 
DEPENDENCE; No 
ADVERSE/OVERDOSE REACTIONS; 

Some individuals report being terrified by the experience, especially if the user has- 
experienced emotional difficulties in the past 

Nausea and chills, increased pulse, temperatiire, and blood pressure, and trcrnbling arc 
possible, loss of appetite and Lnsomnia arc commonly reported. 

Soire individuals under the Influence of LSD have displayed bizarre and dangerous 
behavior which has led to injury or death. 
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in. Sources of Help for Drug 
and Alcohol Problems 


\ 


Philip provide j/i Employee Assismice Prognim (EAP) as a part of its Benefits 
Plans. is a referral service for cnuaseliing and/or treatment programs. The types 

of servers provided by tlie EAJ* arc numerous, and include assistance with drug and 
alcQho^^^nd relat'd problc^s^nd.wilh many oiiier personal prohlems as well. 


The Ppvl'^ 

their families. 


and confidential referral services fcf Saks Force 



t Company win know Ifj-wlicn, or why you call the EAP. 


s'.•s j: 

Additional irLformalion about the i 
dcpartmCRL j, 


vailablc from tbc Human Resources - Saks 



NATKSSgOr^SOURCES 
hi/orma^n-^e/crrai':, Hotlines, 


1 



onyxnotis tPorl 
Grand Central Sta 

wYork 10163 



Cocain e jbn^o nvm ous 
toll-free 


Narco 
P.O. 

Van 
(818) 7803951 


onymous 
mia 91409 


ri Croups 


cs I National Institute on Drug Abuse 
Hotline 

l-600-662-li£iJ’ toll-free 

Axnciicin Council on Alcoholism 
Hclp&nc 

l-8t»-527-554'l toll-free 


800 Cocaine - An Inibrcnatlon and 
RefenaJ Hotline 
1-800-COCAINE toll-free 


National CotujcU on Alcoholism and 
Drug Dependency 
l-800-NCA-CALL loU-frec 
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COMMUNTTY RESOURCES 


-' ■ ■=■■ r^- 3^^^^ 

•, —: r '®!5irr. 

V. ii . .'s:ir33Xt3sa^ 




WSLWa 





' iy?:Vft-W'>K:iy:<' - •;* r*f 


There arc a variety of resources Ln your conununity wiiich can also help with drug or 
alcohol problcffB. Hie bc:sr place Id start is your kxaJ telephone directory under 
headings such as Alcohol/Drug Abuse Infortmdon, Treatment, or Counselling. Most of 
the National programs listed on the previous page also have local cbaptcra. 

Olher support groups and services wiiich can fc p you include local iiospitals with 
outpatient treatment facilities, clergy, or church groups. 


»yHI£l| AND FRIENDS 

I I 

Famiiy and Friends ofDrug or Alcohol Abtciers 


gggg^Alalccn Family Gncnip Headquarters 
862 
Station 

^^fk, New York 11018 
ip- 356-9996 toU-free 










^om^mei We tfcfi’rsf^S^ 

for him- or betielf pPrft^;^ 
d jomify Twrrrtli CT.fri ^ ? ! 

* ■'TOuhle, is'ash forlhelpj y-Y’ 


g^-Anp a Family Group Headquarters 
2562 

Pjj^ S^rdes Peninsula, California 90274-0119 

^^'M7-5800 


00000000 
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r A I 


EXHIBIT 



CoNKAD O’Brien Gellman & rohn. P.C. 

ATTOP-VEYS AT LAW 



Cwcmoi OFFicti 


SIXTEENTH Floor 
1515 Market Street 
P vmADELfHiA, FewsylVania 19102-is'ic 

(215T S64-96O0 
FAX; (21 S> R6A-9620 
E-MAIL: liUcin^ogT.ciom 



E^l^^^urcs 

Counsel on Ailached Service Lisi (via first-class mail) 






OFFICE; 

One TaU. Oajo CowomiTE Cente*. 
1000 Le>k>la hcAD . Sum: 105 

P.a. Box 544 
MoeiaiTTO'ikot. iCMCv 

(UFI iAS^Oai 
F>JC: (WTl 


SE? - 5 I9ST 


his report as to the 
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ActoTOeys for Plaintiffs: 
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Arnold Levin, Esquire 
Levin, Fishisein, Sedran & Berman 
320 Walnut; Street, Suite 600 
Philadelohia, PA 19106 


Julia Mclnemy, Esquire”' 

Coale & Van Susrsren 

5335 Wisconsin Avenue, Suits 720 

Wa^ington, DC 20C15 


Gar^Robert Fine, Esquire 
Ro<^-am"^ Fine, ?.A. 

iheasc Third Avenue, Suite 4R 


63^ 



derdale, FL 33301 


. Mellcn, Jr., Esqui 


Webster t Mellon 


Broad Street 


wn. PA 1S 9 01 


1. Nast, Esquire 


fast, P.C. 


lie Drive 

Lai^^^te 

:r. PA 17601 


Stlj^er^ A. Sheller, Esquire 
Ludwig L Badey 
15 2g,rw,^ nut Street 
Ph^^Slphia, PA 19102 



Attorneys for rfefeneiaxita Philip Morris 
Tncorporaced and Philip Konrla Companies, 


Robert C. Heim, Esquire 
Judy L. Leone, Esquire 
Rormi E. Fuchs, Esquire 
Dechert Price & Rhoads 
4000 Bell Atlantic Tower 
1717 Arch Street 
Philadelphia, PA 19103-2793 


lac - : 
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Attoruey-B for Defendant.a R.J. Reynolda Tobacco 

Coiapacy and lUJR Safcisco, inc. : 





Hugh R. Whiting, Esquire 
Mark A. Belasic, Esquire 
Dennis L. Murphy, Esquire 
Jones, Day, Reavis & Pogue 
901 Lakeside Avenue 
Cleveland, OH 


Mo^on F. Daller, Esquire 
Da lQjg^ preenberc & Dietrich 
71^fv3lley Green Road, Suite 200 
FolT^W^shington, PA 19034 

for Defendants The Tobacco 
Ine. : 



J. O'Brien, Esquire 
Klein, Eaguire 

Cc^^^^O'Bxien Gelltnan & Rohn, P.C, 

1^^ Market Street, 16th Floor 

Pl^^i^lphia, FA 19102 

for Defendant Brown t 'Wllliamaon Tobacco 
CMgl^^atioa, individually and as successor by 
merger to The American Tobacco' Company; 


?d A. Schneider, Esquire 
Ifn Deverreaux, Esquire 
Kirip”'^^ Spalding 
l^^^lachtree Street 

' - r 

Atlanta, GA 30303 


Gary R. Long, Esquire 
Shannon L. Spangler, Esquire 
shook Hardy & Bacon 
One Kansas City Place 
1200 Main Street 
Kansas City, MO 64105 


Peter S. Greenberg, Esquire 
Schnader Harrison Segal Sc Lewis 
ISOQ Market Street, Suite 3600 
Philadelphia, PA 19103 
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Attorneys for DafendLamt Th.e Council for Tobacco 
KeaBa.i-cti •• n.s.x., loc. ; 






Patrick W, Kittredge, Esquire 
Joseph w. Fulleni, Jr., Esquire 
Gary M, Marek, Esquire 

Kittredge, Donley, Elson, Fullem & Embick, LLP 
<121 Chestnut Street 
Fifth Floor 

Philadelphia, PA 19106 



P. Moodhe, Esquire 
Klugroan, Esquire 
jZirlin, Esquire 
VQiae Sl Plitroton 
ird Avenue 
rk, NY 10022 

eye for Defendants Liggett Group, Inc., 
t t Myers, Inc., Brooke Group, Ltd., and 
Group Ltd., Inc.: 

M. Fay. Esquire 
AaronJ H. Marks, Esquire 

Benson, Torres & Friedinan 
l^^^^Avenue of the Americas 
^^■^ork. NY 10019 

Straub. Esquire 

ira^arns, Loewenstein, Bushman Sc Kaurfman, ?.C 
liberty Place 
3100 

leso' Market Street 
Philadelphia, PA 19103 


Attorneys for Defendant Williamson Tobacco 
Corporation, individually and as successor by 
merger to The American Tobacco Company: 


Edward F. Mannino, Esquire 

Wolf, Block, Schorr and Solis-Cohen 

12th Floor, Packard Buildins 

15th t Chestnut Streets 
Philadelphia, PA 19102-2678 
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Mary Yelenick., Esquire 
CJnadboume & Parke, LU.P 

30 Rockerfeller Plaza 
New York, NY 10112 
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TIMOTHY J. MICHALS. M.D. 

Dr. ?vlichals, whose curriculum vitae has already been produced, will testify conceroing 
plaintiffs contention that they arc each “addicted'* to cigarette smoking. He will also testify as to 
ihe defuairion of *‘addictiorL," the nature of cigarette smoking, and smoking 

mai^ten g^ e and cessation. It is expected that Dr. Michals will testify that cigarette smoking 
fails^^^p'et any classical scientific definition of addiction, and that cigarette smoking cannot 

Ins to drugs of abuse such as cocaine, heroin or amphetamines 
^ed to testify that traditionally a substance is considered 
ijxicatiorL, manifested by impaired judgment and cognition; (b) 
^pational responsibilities (c) physical dependence, manifested by 
. syndrome; and (d) tolerance. Neither cigarette smoking, 
Isined as "addicting” or depsmdence producing under these 
criti rice; (a) they do^^^^Juse intoxication or impairment of judgment or cognition; (b) in 

his ience sniokcrs, ^yen^avy smokers, meet their social and occupational responsibilities 

ifficuity; (c) ab^W^e produces either no withdrawal syndrome or at most mild 
d (d) individi^^^^tinue to smoke the same number of cigareues for many years, 
r. MichaJs is also expected to testify that cigarette smoking is a voluntary activity, 
best characierized as a ritual. It is a complex biological, psychological and social 
that people smoke for many different reasons. Decisions regarding smoking and 




stopping smoking are personal decisions based on many factors, including personality, 
education, life experience, belief system, risk aversions, culUiral background and other value 
system dements. It is Dr. Mlchals' opiruon that there is nothing inherent about smoking that 
prevents a person from understanding and assessing the risks and benefits of smoking, making a 
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the vast majcsri! 



decision to quit smoking, andior canying out that decision. Dr, Michals is aJso expected to 
lesriry to his opinion that motivation and commitment not to smoke is key in successfully 
stopping cigarette; smoking, and that professional assistance is not necessary to stop smoking. 

r. Michals is further expected to testiiy that no definitioa of "nicotine dependence” 

pT^cts anything about any individual's ability to quit smoking; that smokers quit smoking all 

> 

fime^that as of 1993, there were about 46 million smokers and 46 million ex-smokers in the 

esc people quit on their own, without smoking cessation aids; 
rs^sokers who do not wish to quit and who have simply not made a 


as to the opinions expressed by other witnesses in this case and 
eiy, to the extent such evidence and opinions are within his area 

is testimony on (1) his skill, education, training, and clinical 
I his examination and psychological testing of the plaintiffs; (3) 
literature relating to smoking behavior and to “addiction” and 



|to stop 'nriokin 
Dr, Michals may 
th^^^^nce up^^^hic 
of expertise. # 

)r. Michals will 
expg^ce as a psychia 


his ^^ledge of the scl 





zc dependence; r ;i>ircvicw of the plaintiffs' medical records, depositions and 


dep^^^ons of tliicir family members; aiid^(5) the testimony of the expert witnesses in this action 
,an Caidjd itioDal testimony and documents as he deems necessary. 

fi il9r. Michals’ reports as to the individual plaintiffs are attached hereto. 
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September 3, 1997 


^watd M. Klein, Esquire 

(d, O'Brien,. Gellman & Rohn, P.C, 
.Market Str^^, ^6th Floor 
Idelphia, P4j^^^02-19l6 



E dwar 
Barae 

^ Mr. Klein: 



your request? 

chiatric 
ic^tion. I CO 
c on^^%us 
1 p 

evaluate 
J^jQj^t ing Tiim an 
be sen 
be called' 
|ose of the 

iination ha 



, >^1 V. The toeriean Tobacco Company et a l 



pursuant to the court order, I 'have conducted 
ation of Mr. Edward Slivak concerning this 
iicted a clinical evaluation of Mr. Slivak in my 
1997. Prior to my examination, T informed him 
hiatrist and had been asked by your office to 
n.be.iming this litigation, that 1 would not be 
t what we discussed was not confidential since 
a report of my evaluation to your office and 
estify in this litigation. He understood the 
nation and gave his consent to be examined. My 
^sisted of a clinical evaluation conducted on 
t 12 , 199p..^.^sychological testing utilizing the Minnesota 

M^S^^iphasic Person^ity Inventory-2 (KMPI-2), and my review of the 
'owing recoj^^ramd reports; 





cros 



s, M-D. records; 


3 . 

A . 

5 . 

6 . 

7 . 

8 , 
9 . 


Allegn^y University Hospital - Hahnemann (Adm 05/06/93, 
01/25/93) ; 

Northeast Catholic High School; 

Northeast Medical Surgical Associates; 

Montgomery Hospital Business Office; 

Philadelphia City of Police Personnel Office: 
Independence Blue cross; 

J.F.K. Memorial Hospital (Adm 07/03/89); 

J.F.K. Memorial Hospital (ER visit 03/16/92); 
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Howard H. Klein, Esquire 
RE: Edward Slivak 

Septembier 3 , 1997 

Page 2 



Montgomery Hospital (Adm. 01/09/95); 

Philadelphia Newspapers, Inc.; 

Charter Fairmount Institute; 

Nazarelhv. ^Hpg pital Radiology; 

Allegh f University Hospital - f/k/a Medical College of 

^ 07 / 86 ) ? 

hiversity Hospital - f/k/a Medical College of 
/08/86) ; 

lUospital Radiology - a/k/a Pornance Radiology 


Allegh 
PA (A 



.a School District of Records Management Div.; 
Pharmacy; 

|Lnnount Institute (Adm. 01/17/86) ; 

Wills EjiSf^sHospital (ER 5/22/89); 

Wells p:axgo Guard Services? 

North^^glgg^lmaging: 

Ailie«^|urity, Inc.; 



AllegKen^ N.E. Medical Ctr. A/k/a N.E. 
Surgical Assoce.; 

Video Deposition of Edward Slivak 6/18/97; 


Medical 


Soli Eye Associates; 

Montgomery County Hospital 4/14/97 


4/15/97; and 


28. Dr. Marie Savard's report. 

I have also reviewed documents concerning this litigation including 
reports of expert witnesses and deposition testimony. The history 
set forth in this report has been obtained from the records and 
deposition testimony. 


I have reviewed the July 15, 1997 report of Dr. Savard concerning 
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RE; Edward Slivak 

September 3 , 1997 
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Mr,, Edward Slivak in which she summarizes Mr, Slivak's medical 
hast^y and i will not be repeating that medical history. 


1 ivak is a fifty-five year old married man who stated he was 
medication for Heart Disease, blood thinner and for his 
^lation at the time of my evaluation. He states those 

Indications are currently prescribed to him by Doctors Moss and 
. He is S6|en by then on a monthly basis. 

ecords idep^^^ that Kr. Slivak has smoked cigarettes for 
imately years, beginning in his teenage years. He 

^fied that r 
-f daily. 

Lcians. He 
mature and 
time he hcis -st 

he never w^mt 
jd smoking 






er, and hia 



okes between twelve cigarettes to a pack and 
been advised to stop smoking by a number of 
used patches on two or three occasions, 
cigarettes. He says the longest period of 
smoking was for approscimately ten days. He 
hree weeks without cigarettes. The times he 
cided with his medical problems. 


R^l^ds Mr. Slivak has been evaluated and treated for 

fional^^^id ^^astance abuse problems. A diagnoses of an 
Adjustml&ft^^iso^^^ywith Depressed Mood and Alcohol Abuse was made, 
laid he got a^^^essed while drinking and made suicide attempts, 
lad a histc^^^f losses, including his wife, mother, step- 


was burned over fifty percent of his body. 


anuary 198^7^'i received in-patient psychiatric treatment at 
astern Penh^'lyania Psychiatric Institute (EPPI) . A diagnosis 
djustroent t^^o^ier with depression was made. He said his wife 
died of br^^^Pcancer four years earlier. He was also having 
lems with h^^^^rlfriend and he had not received a promotion at 
He went^T^^o the Army at age eighteen and was also not 
becaup^i^ Article 15, for drinking. 

ir his discharge from EPPX, he was admitted to the Charter 
^airmount Institute. He provided a history of using marijuana one 
swo times monthly and alcohol on a daily basis. He was treated 
his alcoholisui and depression. During my evaluation, -he 
;osed hio opinion mat he had no problems with alcoholism. He 
:s that he can't drink liquor which causes him to throw-up. 
However, he does drink two to three beers with out any problem. He 
did not think he had a problem with his alcohol consumption. 
Following his discharge from the Charter Fairmount Institute he did 
not receive any follow-up treatment. it is my opinion that Mr- 
Slivak continues to have problems with his alcohol consumption. 



Mr. Slivak said that his understanding of addiction is that it is 
a neceSEJity or an uncontrollable desire to have something. He 
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RE; Edward SlivaK 
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s^tes that a cigarette is like a drug and that it is like drug 
(iepci^ence. He states that there are forty-one or forty-two 
in cigarettes that have been placed there by the tobacco 
qpmpanioB to make people become drug dependent. He said nicotine, 
ammonium are some of the additives. He expressed his 
)inron that he could be addicted to Jther substances that are used 
f-,^o-day such as coffee, tea and soda. He expressed his opinion 

stop smoking, he would have to go into a 
m for fourteen to twenty-eight days. when 
unable to stop, he states he is used to 
h to accept that he has no control and he is 
e has blamed others, but it is his fault. He 
ething that has happened and he expressed his 
something to stop smoking cigarettes. 


rn 


order 
Lon 

^estioned why 
and it' 

addi^'ted. He st 
fs that it i 
Lon that he 

states that 
2 S. He says| 








al status e 
who was Civ^ 
pounds and ^ 
se of the el 




s been "lazy" when dealing with his health 
as tried to go on a diet to lose weight and to 
t of red meat in his diet but has been 
aware of other individuals who have stopped 
his supervisor and a sister. He does not know 
d smoking. 

ation reveals Mr. slivak to be a well groomed 
t eight inches tall and weighed approximately 
ght handed. He was cooperative throughout the 
ation. Hie speech varied appropriately in its 
and volun4«^'^-»4(is facial expressions were appropriate during 
intex%riew. . He i^intained good eye contact. He demonstrated no 
hoaotor or retardation. He was mildly anxious about 

g evaluat^U^bthervise his affect varied appropriately 
ughout the ^^®nation. He demonstrated a vide range of affect 
had no of any anxiety or depressive features. He 

Id understand aH of ther questions that were asked of him and 
^ abJ e to respond with timely and relevant answers. His thinking 
organized. There was no evidence of psychotic features such as 
sions nor hallucinations. He was oriented to time, place and 
son. 



Idition to my clinical psychiatric examination, psychological 
testing was administered utilizing the Minnesota Multiphasic 
Personality Inventory-2 (KMPl-2). A copy of the interpretive 
report of the psychological testing is enclosed. The testing 
reveals a valid profile. Symptomatic patterns identified that ho 
felt nervous, tense , unhappy and Worried, overly sensitive to 
criticism and blamed himself a great deal and feels that he has not 
been treated well. His depressed mood was accompanied by physical 
complaints and extreme fatigue. He relies upon denial and 
repression to deal with anxiety and conflict. He may seek medical 
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MINNESOTA HUI^TIPHASIC PERSONALITY INVENTORY-2 
Copyright (c) by THR REGENTS OF THE UNIVERSITY OF MINNESOTA 
1942, 1941 (renewed 1970), 1969. This Report 1991. 

All Rights Reserved. 

Distributed Exclusively by NATIONAL COMPUTER SYSTEMS, INC. 

Under License from The University of Minnesota. 

"KMPI~2," "Minnesota Multiphasic Personality Inventory-2,” and 
"The Minnesota Report” are trademarks owned by The University of Minnesota. 

Printed in the United States of America. 
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MrMPI-2 TM 

THE MINNESOTA REPORT: ID: 000002672 REPORT DATE: 13-AUG-97 

ADUX.T CLINICAL SYSTEM 
INTERPRETIVE REPORT 


PROFILE ^‘iLIDITY 


This cipproach to the MMPI-2 was open and cooperative. Tht 

resu^^ing MMP1--2 profile is valid and probably a good indication of his 
pres ^^^toi evel of personality functioning. This may be viewed as a positive 
indication of, his involvenient with the evaluation. 


SYHP 



ic patterns: 


The p^^^t feels ne: 
time'. also appesf 

enjoj^dL^nd believe 
sensa^^e to criticf 
that^^^^as not bee 
physical' complaints 


s to be i 
ic^ to deal 




ionT foi 
responses 
somatic c 
'I is losing 

social s ^ 
He complains 
toms he repfer 
ation. In 
eived heal 


SONXL. RELA' 





tense, and unhappy, and is-quite worried at this 
be quite indifferent to, many of the things he once 
s no longer able to function well in life. Overly 
e tends to blame himself a great deal and feels 
ted well. His depressed mood is accomoanied by 
xtreme fatigue. 

_ d and overcontrolled, relying upon denial and 
h'^anxiety and conflict. He may seek medical attention 
'on, but his physical problems are likely to be 
ed mood. 

ng description is suggested by the content of this 
^views his physical health as failing and reports 
E, He feels that life is no longer worthwhile and 
1 of his thought processes. He asserts a high 
^nd tends to deny any problems interacting with other 
about feeling quite uncomfortable and in poor health, 
reflect vague weakness, fatigue, and difficulties in 
ion, he feels that others are unsympathetic toward 
bblems. 


issive-dependent in relationships and is easily hurt by others. He 
Assertive and keeps anger bottled up, avoiding confrontation for fear 
|g rejected or hurt. He appears to be somewhat immature and may 
Considerably upon his wife to take care of him. Many married persons 
^is profile have difficulties with their marriage. They typically 
„,^tminished interest in sex and have little energy to expend making 
their marital partner happy. Moreover, his moodiness and whining are likely 
to place additional strains on the marriage. 


BEHAVIORAL STABILITY 


I 


cn 

fO 

O) 

O 


ro 

<x> 

Ol 
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THE MINNESOTA REPORT: 

ADULT CLIKTCAL SYSTEM 

interpretive report 


ID: 000002672 


page 2 

REPORT DATE; i3-AUG-S7 


This profile pattern, suggests persistent personality problems in his 
clinical picture. 

The rlila-tMve scale elevation of his highest clinical scale scores suggests 
ClearlDr^^'ile definition. His most elevated clinical scales are likely to 
be in his profile pattern if he is retested at a later date. His 

interpersonal style is not likely to change significantly if he is retested 
at a date.. 


DIAG 



CONSIDERATIONS 


Many f individuals wit^^hfs profile will present with psychophysiologic 
symp'^iS^^ Possible bxgahic factors should be evaluated since some 
individu^s with thife---^gfile pattern eventually develop peychophysiological 
disora^^^. The most^^iiuent dia^^osis for individuals’with this profile 
type^^^ysthymic Di'^rd^r. Physically disabling conditions related to 
psyc^^^|ical stress^^^^h as ulcers or hypertension, may be part of the 
clinical pattern. 



There ^ 

natur 

evalu 



ome Dossi t^^aia^ that he is having difficulties of an addictive 
e may be aij^sifig or over —using addicting substances. Further 
n drug usage is recommended. 


TRE 

He ia 
Many 
and 
prob]^m 




her uninsi^^^^l and may view his problems as largely physical, 
ividuals with^^fefais pattern present with psychophysiologic disorders 
Id be carefg^^^;cvaluated by a physician .for possible medical 

als with t ho ^ T - 2 profile tend to feel quite tense and depressed 

need relief^^^^their'psychological symptoms. Perhaps the most 
form of t i^feafea^ nt given to individuals with this pattern is 
essant medih^S>n. Many patients with this profile require a great 
reassuranc^^^^iey tend to lack insight into their behavior and wii: 

a great ddal^ tension before they will seek to improve 
es. Some individuals with this profile respond, to a directive, 
"oriented treatment approach and possibly to assertiveness training. 


NOTE^^^^is MMPT-2 interpretation can serve as a useful source of hypotheses 
about clients. This report is based on objectively derived scale indexes 
and scale interpretations that have been developed in diverse groups of 
patients. The personality descriptions, inferences and recommendations 
contained herein need to be verified by other sources of clinical 
Information since individual clients may not fully match the prototype. The 
information in this report should most appropriately be used by a trained, 
qualified test interpreter. The information contained in this report should 
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be considered confidential- 
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RE; ciarai^[c:Rally 

Bamtrial v. The Anerleani Tobacco coapanv ot. al 





Mr. Klein: 


A|t. your requestfan 
a ^^^^ hiatric 

Au 

^that ^^as 
evaluate 

her aH 
suld be sen 
Ld be called 
>ose of the 
^a^ination hal 
ist 19, 19^7 

:iphasic Po 

.owing reco 





pursuant to the court order, I have conducted 
on of MS. ciaran McNally concerning this 
njlucted a clinical evaluation of Ms. McNally in 
"l9, 1997. Prior to my examination, I informed 
and had been asked by your office to 
ning this litigation, that I would not be 
t what we discussed was not confidential since 
Ja report of ay evaluation to your office and 
testify in this litigation. She understood the 
"' nation and gave her consent to be examined. My 
sisted of a clinical evaluation conducted on 
sychological testing utilizing the Minnesota 
ity Inventor-y-2 tMMPI-“2) , and my review of the 
^nd reports: 


1. Holy^^^^s School; 

2. Bishop KcDevitt High School; 

3. Community college of Philadelphia; 

4. Blue Shield of Pennsylvania; 

5. Chestnut Hill Hospital/Pathology; 

6. Chestnut Hill Hospital/Radiology; 

7. Chestnut Hill Kospital/Business office; 

8. Chestnut Hill Pediatric Group: 
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Independence Blue Cross a/k/a Blue Cross of Greater 

I'hiladelphia; 

CVS Pharmacy #196 Store: 

Harry A, Frankel, M.D.: 

Richard L. Kontozzi, M.D-; 

Andrew^^^^ollack, M.D. & AESoc.; 

Greenl|oj 4 &^ Internists, P.C. : 



Hahnemanfinbirthopedic Assoc, P.C. 


North 




Sreit 


Unite ^^tist Theatre Circuit, Inc.; 
Clain! ;~™Pro ; 



urgical Assoc., P.c. 
OB-GYN; 

ia Newspapers, Inc.; 
briel Associates; 
Beecham Clinical I,abs ; 


Rich^iSW. Krauss, M.D.; 

CytodtTfgflostics, Inc.? 

Vide^^^^^ape Deposition of Ciaran McNally 7/7/97; 

Dr. Marie Savard's report; 

Chestnut Hill College/ Chestnut Health Services; and . 
Chestnut Hill College. 


I have also reviewed docviments concerning this litigation including 
reports of expert witnesses and deposition testimony. The history 
set forth in this report has been obtained from the records and 
deposition testimony. 


I have reviewed the July 15, 1997 report of Dr. Savard concerning 
her evaluation of Ks. ciaran McNally in which she sUJrvmarizes Hs - 
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I^NakJly^s medical history, 
bistgry. 


I will not be repeating that medical 


|ls. McNally is a twenty-six year old divorced female who is taking 
contraceptives at the time of my examination. She is followed 
:ally by Dr. Day in Mount Airy and is not receiving any active 
^dipal ti'eatment. 



(cNally star 
^ed one cig 
sen cigaret^ 
she^ttempted id 
it tried to 
roximately 
L99 5 and start 
She has not at 
latches, gu: 





moking at age eleven in ISBi, at that time she 
tg. At the age of fourteen she smoked ten to 
s”^aily and has since that time. She said, that 
'stop smoking on three or four occasions. She 
moking when she was in college and stopped for 
^days. She went to a Smoke Enders Program in 
moking immediately after leaving the session. 

d to utilize any methods to stop smoking such 
hypnosis. She states that she has no idea how 
stop smoking. She understands addiction to be 
mind and body cannot do without, without 
1 physical symptoms. She stated that she was 
d|zzy when she stopped smoking for a week. She 
knows why she smokes and it is that She is 
tes. Her parents and a sister have stopped 
s that she does not )cnow why she cannot stop 
members of her family have. 



^VSiC\«ViVWS<^ 

hjfe denies a l^i^sipry of ever using any drtigs nor does she provide 
history of h^ing any problems related to her alcohol 

srnnption. 



tal status^^^nination reveals Ms. McNally to be a casually 
omed womar^^^^ was cooperative throughout the course of the 
aroination. speech varied appropriately in its rate and 

ume. Her facial expression was appropriate during the 
terview. She maintained good eye contact. she sat in a rigid 
sition with her arms across the body throughout the evaluation, 
e was able to concentrate and respond to my questions with timely 
^ relevant answers. She was able to provide an organized history, 
her memory for recent and past events was intact. Her affect 
varied appropriately with whflt she was discussing and she 
demonstrated a full range of affect. She exhibited no anxiety of 
depressive features. There was no evidence of psychotic features 
such ae; delusiohs nor hallucinations. 



In addition to my clinical psychiatric examination, psychological 
testing was administered utilizing the Minnesota Multiphasic 
Personality lnvGntory-2 {MMPI-2). A copy of the interpretive 
report of the psychological testing is enclosed. The testing 
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PROFILE VALIDITY 


This iprof|Lle has marginal validity since the client attempted to place 
hers^^^^n an caverly positive light by minimizing faults and. denying 
psychpibgical problems. This defensive stance is- characteristic of 
indi^IjudUsas 1 s who are trying to maintain the appearance of adequacy and 
self-^^^P^rol , This client tends to deny problems and is not very 
introspeqtive or insightful about her own behavior. 



cal profile’ 
ical problei 
fficulties 
ch to pro: 
uation. S 
and to b 
likely to 
if it is 


Indivi rdua ls with thi 
Kcore^^^d to admit 
scoresMStre liifee^V t 



5YMI 'IC 


Indi 

sympt 

that 




ikely to be an underestimate of the individual's 
^The individual is likely to have little awareness 
Tire client is likely to be rigid and inflexible in 
~ and may not be open to psychological 

likely to project an excessively positive 
W^^uhat arrogant and intolerant of others' failings. 
" sychological treatment or to cooperate fully with 
d on her. 

el of defensiveness, as reflected in her high K 
MHPl-2 content themes. Thus, her content scale 
nder representative of her actual problems. 


Is with 
or problems! 
views her 



-2 profile are not admitting to many psychological 
er profile is within the normal range, suggesting 
gnt adjustment as adequate. 


ars to haveH^o^ex-role conflicts. Her range of interests includes 
ct limited to, homemaking and cultural activities. 



INTE 

Quit 

She 


ion, the fo; 

responses 
rone to de 
ely to be 
d. 


SOKAL RELATIONS 


ng description is suggested by the content of this 
client does not appear to be an overly anxious 
ng unrealistic fears. Any fears she reports are 
by her,as reality-based rather than internally 


going and sociable, she has a strong need to be around other; 

egarious and enjoys interpersonal attention. 


BEHAVIORAL STABILITY 
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The relative stale elevation of her highest clinical scale scores suggests 
clear profile definition. Her most elevated clinical scales are likely to 
be present in her profile pattern if she is retested at a later date. 
Socia^v.- irvtroversion-extraversion tends to be a very stable personality 
char^ter|stic over time. The client's typically outgoing and sociable 
likely to remain similar if she is retested at a later time. 


be 



CONSIDERATIONS 


Indii 
does* noi 


2 profile i 
jfor individ 


I CON SI* 


Is wilch MMP^ 
^ical proble 
feel the neEd' 





herein ned 
on since i 
ion in this r’ 
test inte 
dered confi 


within normal limits. No clinical diagnosis is 

in this elevation range. 


rofilcs similar to this pattern are admitting few 
she views her adjustment as adequate and probably 
r mental health treatment at this time. 


retation can serve as a useful source of hypotheses 
rt is based on objectively derived scale indexes 
that have been developed in diverse groups of 
y descriptions, inferences and recommendations 
be verified by other sources of clinical 
ual clients may not fully match the prototype. The 
tt should most appropriately be used by a trained, 
er. The information contained in this report should 
|al. 


to 



Ol 

ro 

cn 

O 


ro 
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September 3, 1997 


iliawarti K. Klein, Esquire 

, O'Brien,. Gellman & Rohn, P.C. 
Stre^^. 16th Floor 
^W^delphia, ' P^^^l.02-1916 

Monaa pR.i^;^^ller 

.«} V. The America] 


Mr. Klein: 


Tobacco Company et al 


your request ^^^^pursuant to the court order, I have conducted 
a ^^ychiatric e^^^^tion of Ms. Norma Rodweller concerning this 
l^l<^tion. ,I cio^du^ted a clinical evaluation of Ms. Rodweller in 
Aui^^^^l3 , 1997. Prior to my examination, I informed 
pdiarathat ^psychiatrist and had been asked by your office to 

evaluatsfe this litigation, that I would not be 

f ing her an^^^t what we discussed was not confidential since 
lid be sen c^tMf pla report of my evaluation to your office and 
be called^^^testify in this litigation. She understood the 
se of the ^^^nation and gave her consent to be examined. My 
nation ha^^wHsisted of a clinical evaluation conducted on 
t 13, 199^—-psychological testing utilizing the Minnesota 

phasic per^on^ity Inventory-2 (MMPl-2) , and my review of the 
wing recQi^^^and reports: 

1. TJUH ^^^Seumatology Records; 


2. Graduate^Hospital Pathology; 

3. TJTJH Business Office; 

4. Frankford Hospital - Frankford campus (Adin. 04/27/94}; 

5. Frankford Hospital - Frankford campus (ER Visit 
11/11/9S) ; 

6. Franklin Mills Corp.; 

7. Graduate Hospital (0/P Visit 10/07/93); 

8. Graduate Hospital Gastroeterology; 

9- Graduate Hospital — Pathology; 
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Graduate Hospital Business Office: 


Graduate Health Systems-Parkview Hospital;Business 
office; 

Graduate Health Systems-Parkview Hospital(f/k/a Metro. 
Hospital - Parkview; 

Graduafe^^alth Systems-Parkview Hospital (f/k/a Metro. 
Hospital - Parkview adm. 6/22/90: 

P' 

Gradua^^^fealth Systems-Parkview Hospital (f/k/a Metro. 
Hosp-^^^arkview 0/P & ER visits, 12/17/90, 08/23/93, 
09/12,^^^ 

Gradu^^^^fealth System - Parkview Hospital (f/k/a Metro. 
Hosp. ^^^arkview Business office; 

Iharmacy; 

N. E. Medical Practice; 

& Throat Consultants, Inc; 

Hospital - Frankford campus Business office; 
e Health Associates; 
rology, Ltd.; 

Allan KoTf, D.o. r 



Delaware Valley Cardiology Group, Inc.; 

Burton Zwelaan, M.D.r 
Frank Guinn, D.O.; 

Jeffrey Melin, M-D.; 

Nazareth Hospital Radiology; 

Nazareth Hospital (ER 03/o5/90, 06/10/90, 06/15/90, 

OG/21/90) ; 

Harris Ross, D.O.; 
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Joel ShocVaaan, H.D,; 

Unicare Life & Health Insurance co-; 
Albert Earkessian, D.o.r 

Frankf^^d Hospital - WorkHealth, Inc.; 
EJroithK Ifieecham Clinical Labs; 

PM & Rf i-s^ciates, LID; 

Physic ledical Billing; 

Lincoli :ional Life Insurance Co.; 


state 




an's Insurance Fund; 
ferson Obstetrics & GYN Associates; 
urance Group; 
fe & Health Insurance co; 


Imaging, Inc. ; 


Unicai 
Diac 

Mill^“Coi\>. f/k/a Western Development Corp. ; 

ITT i^rUprd Insurance Group - King of Prussia; 

Copy deposition of Norma Rodweller 06/17/97; 

Copy of Dr. Marie savard's report; and 
Benjcimin S. Chack, D.o. 


also reviewed documents concerning this litigation including 
of expert witnesses and deposition testimony. The history 
set forth in this report has been obtained from the records and 
deposition testimony. 


I have reviewed the report of Dr. Savard concerning her evaluation 
of Ms. Rodweller in which she summarizes Ms. Rodweller's medical 
histo^. Dr. Savard identifies that Ms. Rodweller has not been 
compliant with medical recommendations concerning her health 
issues. 


Ms. Rodweller is a fifty-seven year old widowed female who is 
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Elavil so mg at bedtime, Pepcid, arthritis and sinus 
^di^ine. She states the Elavil was prescribed to her by Dr. Chack 
years for Tibroiuyalgia. Pepcid was for abdominal pains 
fTid sinus medication was for allergy. 

identify that Hs. Rodweller has smoked since she was ten 
of age. She has smoked a pack of cigarettes daily since the 
^pf fourteen iN, Sh,e has attempted to stop smoking cigarettes by 


down tht 
jrands with 
lion in the 
that treatl 
^she contim 
iment approc 
■ and bne and a hi 



jer of cigarettes she smokes and by switching 
fbweir nicotine. She utilized acupuncture on on© 
19 70's. However, she smoked on the way. home 
4 Her doctor gave her a patch to use in 1990 
smoking on the patch. She denied any other 
I to stop smoking. She now smokes between one 
^acks of cigarettes daily. 





is unable to stop smoking and that she could 
She says that she initially thought that she 
is addicted and she can not stop. She states 
addiction is when she is controlled by the 
that she has no trouble stopping anything else 
tates that her life evolves around cigarette 
Ibes herself as getting hyper and agitated if 
very hour. She states the cigarettes calm down 
her nerves. She states that if she has a 
sn't smoke, the headache increases in intensity 
she feels iSrtusy. She has been informed by doctors to stop 
ing and is awar^ of warnings concerning cigarette smoking. She 
that she have to be placed on a nerve pill that would 

e the feeli hgsi^ at she was inhaling a cigarette. She said she 
aware of peopl^ who have stopped smoking, including her late 
and. She ^^il^four children that smoke and four that don't, 
drinks up to four cups of tea daily but does not think that she 
to caffeine because she has no craving for tea. 


tates tha 
ye*^ stop smokin 
n 

s' unde 

: s 

er life, 
ing. She 
does not smo' 
agitation 
daChe and s 



status examination reveals Ms. Rodweller to be a casually 
pomed woman who was cooperative throughout the course of the 
^ination. She was somewhat agitated when providing her histo^. 
She identified that she was angry concerning this lawsuit. 
However, her affect was not fixed and varied appropriately 
throughout the examination. She demonstrated a wide range of 
affect including smiling and laughing. She was oriented to time 
place and person. She was able to provide an organized history, and 
her memory for recent and past events was intact. There was no 
evidence of psychotic features such as delusions nor 
hallucinations. Her thinking focused on her anger which she 
related to the cigarette companies and her belief that anunoniun 
added to cigarettes caused ongoing physical problems. 
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^:n a^dl'tLiozi to iny eliiaicaal psychiatii-o ey a wiT xatioii. poychoXo^ic^ 

-Wrus aiUttini-ctenEd utiliseiug tiie lliimesata Multiphasic; 

sonaAi-ty InvejitotY-2 CHMPl-2> . & copy of tliB iaterjire’ti.vie 

of tbe psycboLogical tasting is enclosed.. Tbe testing 
ils a valid profile, but ICs. ficdwelltr Ja&y haw atrtejapted to 
^res^t an anreaJ.lstically favorable pictuire of virtue and aiorai 

--^ . She presented a picture of isnltiple pbyEical pmblaajs and 

iced 1 ftT b oto g ^ ^ functioning. Sbe nay sbov 
X^^r^ v' f < t vj beoT pnysicai ccmplaints. She is 
as ^^Bewimt passxver-depesuieiit demanding in 

f^^jnaliips, and may atrteapt to control others by 
pb yaTca? syuptoos. Personality patterns were 
agnostic cotssiderations included Cooversion 
Ration Disorder and a Dependent Personality 
recomaiended an evaluation of her alcohol and 




aonal r 
Laxnlng abo 
standing. 
irder or S 
Disorder. The 

c^x^g use. 




ung ^nd ha< 
rlbutos hiar 
jss^mrease^ the 
accounts 
^rid irritatesd 



of my clinical evaluation, tie results of the 
the review of the records and reports 
training, education, and experience, it is 


with a reasonable degree of psychiatric 
' Rodweller has a long history of cigarette 
DO significant attempts to stop smoking. She 
^ physical problems to cigarette 3aQ3ujvg. She 
that »<»wtj««n4gnq r>"*^ been added to the cigarettes 
ongoing Ediysical cnapladjrrts. She is angeresd 

^ ___ ling this belief. It is ny opinion that MS. 

ha^ ^oT^dfi the decision nor egm a i tted. herself to '^top 
——iSting sjid evidence of a ■dependence^ or ■addiction" to 

^ my opinioh that her belief concexnmg her 

sica.1 comp3|g^^ reflect the IsKue Of secondary gain- >ts- 
■weller sufficiently motivated to address and make 

behavinral^^i^es tO; s top aackifig. 





be bappy to review any additional records and would forward 
supplement if indicated. 


sincerely yours, 

TitterChy J. KichaXs. K-D. 


TJlVpsd 

Enclosure 


! 
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PROFILE’ Vi^IDITY 

This MKPl-2 profile, but the client way have atteicpted to present 

ar ,uni|eralistically favorable picture of her personal virtue and moral 
vaiue^^^^ie may feel the need to present an image of strong moral character 
or to ^ei^ human frailties. Her approach to the MMPl-2 items suggests a 
rather^.a^e or unsophisticated self-view. 



SYMPTQHATfC PATTERNS 


The client'presents a| 
level j^ ^^ ^sychologica! 
have suddenl 

actual^^^%anic change 
weakness, or unejfplai| 


She ma^^^w herself 
toward^^:^. ^h& aa 
svmpt om^ &nd n^^^sho 
r a t h i b i s 

repression. 







on, the fol 
responses. 
somatic con 
is losing c| 
uggests 
nd activities. 
ed at this 
d work situ 


SONAL RELAT3 


:^re of multiple physical problems and a reduced 
“Actioning. Her physical problems may be vague, may 
aflier a period of stress, and may not be traceable to 
he may be manifesting fatigue, vague pain, 
i>eriods of dizziness. 

ghly virtuous and show a "Pollyahnish" attitude 
appear greatly anxious or depressed over her 
belle indifference." Apparently sociable and 
she seems to manage conflict by excessive denial and 
o significant sex-role conflicts. 

> 

^g description is suggested by the content of this 
'views her physical health as failing and reports 
1. She feels that life is no longer worthwhile and 
^1 of her thought processes. The client's response 
e feels intensely fearful about a large number of 
iThis hypersensitivity and fearfulness appear to be 
and are likely to be quite debilitating to her in 
s. 


S; 

£ to be somewhat passive—dependent and demanding in interpersonal 
ships. She may attempt to control others by complaining about 
symptoms. 

She average interest in being with others and is not socially 

isolated or withdrawn. She appears to meet and talk with other people with 
relative ease and is not overly anxious when in social gatherings. 

The content of this client's KMPl-2 responses suggests the following 
additional information concerning her interpersonal relations. she tends to 
approach social relationships with some caution and skepticism. 


<n 

ro 

o> 

o 
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The personality pattern characterized by this profile is long-standing. The 
client' likely to have a hysteroid adjustment to life but under stress 


liqht ^exp^ rience periods of exacerbated symptom development, 
.ndiv^^l^s with this profile develop a lifestyle of "invalidi 


indiv^^^'ls with this profile develop a lifestylt 
they become incapacitated and dependent upon others 


Some 
sm" in which 


The jiglat-ive scale elevation of the highest scales in her clinical profile 
reflects.^hiqh profile definition. If she is retested at a later date, the 
peak on this Jfc^t are likely to retain their relative salience in 

her profile _ Her interpersonal style is not likely to change 

significantly if she.^s retested at a later date. 

DIAG' 


Indivfl^Sls with thi^^^pfile typically show a neurotic pattern of 
adjustment and woult^^fe^sably receive a clinical diagnosis of Conversion 
Disordejg; or Somatization'Disorder. They might also receive an Axis II 
diagnc^S^ra^of Depend^^^^^rsonality. 



Ther e some 
She 

evaluation 




that she is having difficulties of an addictive 
jusing or over-using addicting substances. Further 
drug usage is recommended. 


8T CONSIDERAT 


apparently^ a 
ould be car" “ 
ted. Indivi 
sycho logical 
Jce to enga 


st^rgng psychological component to her symptom pattern 
y evaluated before medical procedures are 
with this MMPI-2 profile tend to be defensive 
erpretations of their physical symptoms. They show 
self-exploration and are generally not very open to 
that their^**oCT*^ thinking may be influencing their problems. She 
ttle anxiety about her symptoms and is unmotivated to improve her 
adjustment. 


She d^^ars to be difficult to approach with long-term treatment goals or 
insi^^^oriented approaches to psychotherapy. However, if she is to make 
sign^^^nt, enduring gains in personality adjustment, a long-term treatment 
commitment may be called for. In the beginning of therapy, individuals with 
this profile type may be too defensive to engage in productive 
self-reflection. They tend to lose interest in psychological treatment: or 
continue to fall back on somatic explanations for their problems, 
particularly if treatment sessions are aimed at exploring emotional content. 

In many cases, the somatic symptoms reflected in this profile pattern are 
influenced or exacerbated by environmental stress. Her low level of 
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psychological funchioning may be improved by stress inoculation therapy •— 
aimed at reducing her situational stress and providing her with more 
adaptive approaches to living. 

Many ^ndfyiduals with this profile type persist in pursuing medical 
treat^BiBJit^ for problems that have no organic basis. Some individuals with 
this profile have been shown to have a poor response to any type of 

treail^eTitj. 


BEST I 

COPY » 


NOTE 

abou 

and 

pati 



is MMPI-2 i^ 
ents. Thisy 
interpret at 
I The perso^' 


contained' herein ne 


info^M 

inf 

qualif iel 


on since IT 
on in this 
i test intei 


be considered confic 


t^pretation can serve as a useful source of hypotheses 
^^^rt is based on objectively derived scale indexes 
ions that have been developed in diverse groups of 
descriptions, inferences and recommendations 
be verified by other sources of clinical 
^^%ual clients may not fully natch the prototype. The 
tepajH: should most appropriately be used by a trained, 

The information contained in this report should 
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September 3 , 1997 


^waird K. Klein, Esquire 

id, O'Brien. Gellman & Rohn, P.C. 
Market Stri'fet ^^16th Floor 
idelphia, P|^^^ 102-1916 



RE: Wil 




Mr. Klein 


i^tt^your reques 
^chiatric 
I 

ice 


him ai^ 
)3e se 

.d be called 
lose of the 
jB^e^ination ha^ 

^ " 17, 19 

Itiphasic Pe 
llowing rec 




■BBLnieB 

al V. Th» MBeriean Tobacoo Conpanv et al 


an^ pursuant to the court order, I have conducted 
on of Mr. William Barnes concerning this 
cted a clinical evaluation of Mr. Barnes in my 
1997. Prior to my examination, I informed him 
chiatrist and had been asked by your office to 
ming this litigation, that I would not be 
t what ve discussed was not confidential since 
a report of my evaluation to your office and 
testify in this litigation. He understood the 
m^nation and gave his consent to be examined. My 
coKsisted of a clinical evaluation conducted on 
sychological testing utilizing the Minnesota 
lity Inventory-2 (MMPI-2), and my review of the 
and reports: 



Fou nd^Sj East f/k/a Police/Fire Medical Assn.; 


3 . 


4 . 


Hospital “ Elkins 
(0/P Visits); 

Park 

(f/k/a 

Hospital - Elkins 
(Adm. 04/12/95) ; 

Park 

(f/k/a 

Hospital “ Elkins 

Park 

(f/k/a 


5. Germantown Professional Associates, Ltd.; 


6. Pathmark Pharmacy; 

7. QualMed Plans for Health of PA; 

S. Philadelphia school District of Records Mgmt. Div.: 
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best! 

COPY \ 



City of Philadelphia Police Personnel Office; 

SmithKline Beecham Clinical Labs.: 

Allegheny University Hospital - Elkins Park (f/Jc/a 
Rolling Hills Hospital - Business Office: •' ^ 

Video lij’ape Deposition of William Barnes 6/17/97; 

University Hospital - Elkins park billing 


Allegli 

recor 



also revil 

tS Q^BXpe! 

fort^Tn t 
siti 



ffairs Regional Office Cent.: and 
Savard's report. 


I documents concerning this litigation including 
|tnesses and deposition testimony. The history 
eport has been obtained from the records and 


ive reviewecO^i^ report of Dr. Savard coneeming her evaluation 
!r. William in which she summarizes Mr, Barnes' medical 

^ory and I wi^^^not be repeating that medical history. 


^^ames is a year old married male who is currently taking 


aiWffication fo 
^scribed th 
srtension fi 
jokur at 
submitte 
iartaent. H 
is currently 




ertension. He states that Dr. Winokvir has 
dication for him. He has been treated for 
a, number of years. He is being followed by Dr. 
CB and Fireman's Clinic. Mr. Barnes recently 
resignation from the Philadelphia Police 
Icurrently utilizing hie accumulated leave time, 
employed as an Enforcement Officer by the 


onvealth of Pennsylvania Public Utility Commission and has 
grked in that position since July 15. 

records and reports identify that Mr. Barnes smoked one 
daily when he was ten years of age. He stated that he 
and three of his friends would smoke one cigarette on their way 
home from school. He did not smoke on a regular basis until he was 
in the Army. The medical records are inconsistent in the amount of 
cigarette smoking that Mr. Barnes has claimed. Records identify 
that he had smoked from three cigarettes daily to one pack per day. 


While working as a police officer, he was in charge of enforcing 
the no smoking policy in the district headquarters. He is also not 
permitted to smoke in his current employment position. He states 


r 


I 
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that he has attempted to stop smoking in the past by going "cold 
t^Wrk^. " He said seven hours was the longest period of time that 
X^ rained from smoking. He states that he has been able to stop 


bad habits but he is unable to discontinue smoking on his 
( It is his, opinion that there are additives placed into 
ttes to make a person more addicted. He expressed his 
on that he is addicted to cigarette smoking. He defines 
ion as warding to smoke and to inhale some smoke into his 
He state^^^^t be likes bow it feels when he smokes. He 
een instnic^i^^^y physicians to stop smoking. 



He p^vides a h|s 
ye^iid that he ' 
Cf^er they had o 
^ff^cember 31, 

to play the sa 
taacher questiotied 
p|^#%gwell. 

he js^ ppe 
ikey”^^ wo 
ilcoh^^on 
that. 





of drinking alcohol for a number of years- 
go to local bars with other police officers 
ted their shift. He decided to stop drinking 
At that time, he stated that he was learning 
e and would miss notes. He said that his 
hat was wrong. Mr. Barnes thought he was 
d there is a difference in his ability to play 
inking alcohol. Additionally, he said that a 
>eloped a liver problem and died as a result of 
tion and Mr. Barnes did not want to end up like 


arnes was '^i^^^ted to the Medical College Hospital, Elkins 
Campus in J ^^ ary of 1997, after experiencing a grand mal 
re. Recor^^S^entify that the probable cause of the seizure 
an alcohol^^/j^hdrawal syndrome. Mr. Barnes expresses bis 
ion that he o^d not have any problems with his alcohol 
ion, vh iaB^^ s inconsistent with the findings in the medical 
rds. He hasn^ been involved in an alcohol treatment program 
c his discpH^^ from the hospital. He states that he still 
to bars, not drink. 

^ Barnes stated that his wife was a former smoker and stopped 
on her own without any assistance. He stated that one 
It,'she was looking for a cigarette and going through butts in 
ishtray. He stated that she got disgusted with herself and 
that she was not going to smoke. She stopped smoking at 

_lint. Additionally, he stated that his sisters have stopped 

smoking, and the other former police officers that he is currently 
working with have also stopped smoking. He says that none of these 
people who have stopped smoking have been in any treatment 
programs. 


Mr. Barnes stated that he was going to stop smoking and was going 
to use the Kicoret Gum. He said that the gum was not covered under 
his health insurance plan and cost 562. He said he did not have 
the money to purchase the gum. 
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Mftnta^ status examination reveals Mr- Barnes to be a casually 
groomed man vbo was six foot: two inches tall and weighed 
api^^imately 214 poiinds and was right handed. He was cooperative 
t^uroughout the course of the examination. His speech varied 
e^^^^riately in its rate and volume. His facial expression was 
E|ppropriate during the interview. He maintained good eye contact. 
}te dipli'onstrated no psychomotor agitation or retardation. He 
c^%^>trated a w^e range of affect that was appropriate to what he 
\pS^^^iscussing. no evidence of any anxiety or depressive 

£|BatureE. He wa^a^c to respond to my questions with timely and 
answer^H l^s thinking was organized.*" He was able to 
provide an orgad^^fed history and his memory for recent and past 

- jjQ evidence of psychotic features 

jr hallucinations. He was oriented to time, 
^is thinking with regard to cigarette smoking 
^that he was unable to stop smoking on his own 
unable to stop smoking was because of the 
[cigarettes by the tobacco companies. 


:s was inta^ 
i4 as delusioi 
:ae% and persofT 
focused on his 
^the reason 



ves placei 


to 


rt of the 
ile its with^ 

d on the r< 



finical psychiatric examination, psychological 
^nistered utilizing the Minnesota Multiphasic 
r -2 (MmPI- 2) . A copy of the interpretive 
lological testing is enclosed. The clinical 
jrmal limits. 


of my clinical evaluation, the results of the 
j^^hological t^stiVig, the review of the records, depositions, and 
f^^^srts previously'^isted, my training, education, and experience, 
my opii y^a^ti^ which I express with a reasonable degree of 
:hiatric ce^airjty, that Mr. William Barnes has no evidence of 
^^ependence” P^^^ddiction" to cigarettes. It is my opinion that 
![ r^ Barnes has ui.cJti chosen nor made a decision to stop his cigarette 
:ing. He made the commitioent:. to change his behavior 

regard to his cigarette smoking. He is aware that cigarette 
:ing can be discontinued as evidenced by his wife, family 
oembers and co-vorkers cessation without any treatment programs. 
Barnes has been informed by his physicians of the risks of 
jarette smoking and he is aware of the warning labels 'on 
packages and yet, he has not made the commitment to 
discontinue his cigarette smoking. My evaluation did not identify 
that Hr. Barnes has made a serious commitment to change his 
behavior with regard to his cigarette smoking. 
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12 
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pRorii^ 

He ha 
open 

def en^ve 
press 




IDITV 

rsed a number of psychological symptoms in a generally fran3< and 
His profile is likely to be problem oriented rather than 
His clinical profile is likely to be a valid indication of his 
frsonality functioning, 

C PATTERNS Kv 


SYKPT^ ^ 

The c L 1^£ 's KMPI-2 cfenical scales are within normaL limits, however, he 
has some it^'j^c^tent that may be important to consider in this 

evaluation. 

rested in abstract matters than practical 
iewhat unconventional approach to life and may view 

_unusual way. He nay appear dreamy and 

QW jsome dissatisfaction with life. He appears to have 



He to be more, 

actlv^^^^. He has 
problems in a crea 
preoccttpied and may 
no conflict 


inte: 



NAL 



avereige int 
dSawn. He ap' 
is not over 


The CO 
addi 
his he? 


DIA! 

This 

clini 




t in being with others and is not socially isolated 
to meet and talk with other people with relative 
^xious when in social gotherings. 


nt of this i^4,e^t's responses suggests the following 

1 _ informatii!M 3 .-jc^ncerning his interpersonal relations. He views 
life as pleasarj^ and supportiive at this time. 


nt's profile is within normal limits and no 

diagnosis is provided- ' 


NOTE:^^bis KfJPI-2 interpretation can serve as a useful source of hypotheses 
about^^^ipnts- This report is based on objectively derived scale indexes 
and interpretations that have been developed in diverse groups of 

patients. The personality descriptions, inferences and recommendations 
contained herein need to be verified by other sources of clinical 
information since individual clients may not fully match the prototype. Tne 
information in this report should most appropriately be used by a trained, 
qualified test interpreter. The information contained in this report should 


r 
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I 
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to 

O) 

o 



http://legacy.library.ucsf.edu3Bj/hgrOMp§/pd/lww.industrydocuments.ucsf.edu/docs/zkxl0001 




RODO & NftST. PC 


717 892 1200 


P. A1^56 


icil—l»-iy':j7 1B; 17 

tm 

KKPI-2 TK 

the MINNESOTA REPORT: 

adult clinical system 
INTERPRETIVE REPORT 

be considered confidential. 


£. 


ID: OOOOD2680 REPORT DATE: L8-AUG—87 



http://legacy.library.ucsf.eduytid/tegr0^aOQ/p# .industrydocuments.ucsf.edu/docs/zkxl0001 


52601 1311 



SEP-15-1997 10:-,7 


RODA g. NftST. PC 


717 892 1200 P,42^56 


TIMOTHY J. MICHaLS. M.D.. P.C. 

12S Simtli »ak Strw. 

SuiU 1003 


philaoelphu. Pa isioT 

21S-82941331 
Pjuc 215A2»-oaS8 



September 3, 1997 


M. Klein, 
, O'Brien 
Market Str' 
delphia , p. 

&&: Cathe 

Bamos et 


Esquire 

Gellman & Rohn, 
16th Floor 

102-1916 




?.c. 


Potta 

The aiwa^jean Tobacco conipaav at al 


Mr. Klein: 

your request^^^an^ pursuant to the court order, 1 have conducted 
fchiatric 
Ntioi]!. 1 
inff^ir 

linat^i^ I 
asked 

I would no^ 

‘idential s 
[r office and 
irstood the 






ation of Ms. Catherine Potts concerning this 
ducted a clinical evaluation of Hs. Potts in her 
Hills on August 17, 1997. Prior to my 

ormed her that I was a psychiatrist and had been 
e to evaluate her concerning this litigation, 
treating her and that what we discussed was not 
would be sending a report of my evaluation to 
d be called to testify in this litigation. She 
ose of the examination and gave her consent to 
examined. HifT^David Warren, an Investigator for attorneys 
::ing MdTT*bt.ts was present during the examination. However, 
did not particJpate in the examination. My examination has 
isted of a^^^^iical evaluation conducted on August 17, 1997, 

chological ^pgj^ing utilizing the Minnesota Multiphasic 
sonality liiv^Ttpry-z (MMPI-2) , and my review of the following 
and re 

Morrisville Family Practice Records; 

CVS Pharmacy #1207 Store Records; 

St. Mary's Hospital Medical Records' 

St. Mary's Hospital/Pathology; 

St. Mary's Hospital/Radiology; 

Gastroenterology Group; 

Benjamin S. Check, D.O.; 

Bucks Radiation Oncology Association; 


1, 
2 . 

3 . 

4 . 

5. 

6 . 
1 . 
8 . 
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Delaware Valley Medical Center (Adm. 11 / 02 / 88 ) : 

Delaware Valley Medical Center (O/P & ER Visits) ; 
Delaware valley Medical Center (Adm. 05/10/92); 

Delaware Valley Medical Center (O/P & ER Visits); 

I 

Delawa;^i^#alley Medical center (Adm, 04/11/94); 

Dela\jprtre^alley Medical Center (O/P Visit 04/15/94); 

alley Medical Center (Adm. 04/16/94); 

Valley Medical Center (O/P Visits, 09/29/94, 
10/03/94, 10/07/94); 

Valley Medical Center (Adm. 04/1B/95); 

Valley Medical Center (O/P Visit 05/04/95 & 


Valley Medical Center (Adm. 05/15/95) ; 
Valley Medical Center (o/P visit 6 / 3 Q/ 96 ); 


Del 
Del a 

Del|i 3 (iftxe Valley Medical Center (Ada. 03/21/96) ; 

Valley Medical Center Business office; 
All^^!^\y University Regional Internal Medicine; 

BrisEOT Township Public Schools; 

St. Mary's Hospital Business office; 
u.s. Health Care; 

Women's Specialists of Bucks County; 

C.V. Surgical Associates, Inc. ; 

Twining village; 

Xact Medicare Services Medicare Part B; 

Department of Public Welfare, Bureau of Financial 
Operations, TPL Sect; 
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Lower Bucks Hospital Business office; 
lower Bucks Hospital Radiology; 

Radcliffe Far^'^ly Practice, P.C. 

Comoonwealth of PA - Depurtraent of Public Welfare - Legal 
Counsels._ i 


Fox Chase cancer Center ~ American Oncologic Hospital; 




iancer Center - American oncologic Hospital 


Fox a 
Pathol^fyT^ 

Langhc )rug Store; 

Delaw »lley Medical center ~ Radiology; 

:ksP^^^ty Cardiology Association; 
lylnical Labs; 

School S Hospital; 

?bnson Pulmonary Associates; 
Delaw^rr^r^alley Medical center - Pathology; 

Dela Talley Medical Center - Billing Records; 



Delawa 
05/1 



alley Medical Center - Admissions (05/02/97 - 
nd 02/14/97 - 02/07/97); 


Albert Einstein Medical Center - Northern Division 

Business office; 

Albert Einstein Medical Center - Northern Division 

Admission (01/25/89 - 01/27/89 and 02/05/89 - 02/08/89) ; 

St Mary's Hospital; , 

Bucks County Gastroenterology Associates; 

u.s. Health Cara - Pages 00001-00076; 

Lower Bucks Hospital - Outpatient Visits; 

Delaware Valley Medical center Page Nos. 0Q497A-K, 

00139A, 00141A-L, 11468A, 00472A-B, 00497A-C; 
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54. Delaware Valley Medical Center - Outpatient Visits; and 
5. c:opy of Dr. Marie Savard'e report. 

also reviewed documents concerning this litigation including 
its of expert witnesses and deposition testimony. The history 
?orth in th^ report has been obtained from the records and 
lit ion testimc" 


reviewed ^hei^raport of Dr. Savard concerning Ms. Potts in 
; ^ she sumioiajriTe^ Ms. Potts-' medical history. I will not be 

Siting that history- 



Potts staf 
hypertension, h« 
tiiae of my eva] 
PlSi^^ibed to 

t^^geie oc gjjajtjjSK iona 

Ltali ^^g ai 
.tal 
require! 

lot smoke 
Delaware Vi 
di^r^ng her hosp: 
she did 




that she was taking medication for her 
lisease and gastrointestinal complaints at the 
jon. She states those medications have been 
Dr. Pineiotti, She has been hospitalized on 
1997 for repair of a hernia. She was 
Delaware Valley Medical Center and at the 
livcrsity of Pennsylvania. She stated that she 
‘ treatment during those hospitalizations. She 
pproximataly one month following her discharge 
Medical Center. In addition she did not smoke 
.zations. She stated she was proud of herself 
"" smoke and did not believe that she was not 


loe. 


She h^s^nb idea why she started smoking after that period 



records that Ms. Potts started smoking at 

roxisately fp^^^en years of age and has continued smoking since 
>. She stated J^at she started smoking because everyone else 
She Btat^^^^at she has been instructed by doctors to stop 
ping for health reasons.' She identifies that Dr. Check, an Ear 
s and Throat physician, has warned her to stop smoking because 
jroblems with her vocal cords and that her cancer could come 
if she doesn't stop smoking. She stated that she should be 
enough to stop, but she has not. She states that people 
her that, "smoking is killing her," and that she knows•it 
in h^r own head. She now expresses her opinion that she is 
addicted to cigarette smoking, but she never had that thought until 
this litigation. She equates her addiction as being addicted to 
such hard drugs as heroin or cocaine. She expresses the thought 
that there are four hundred substances in the cigarettes and is not 
sure what in the cigarettes is addicting. Sha quotes, "I guesS 
that anytJiing could be addicting.” However she says, "I can take or 
leave other things, but not cigarettes.” She identifies drugs, 
alcohol, sex and money as other potentially addicting substances- 
She does not think that caffeine is addicting. 



http://legacy.library.ucsf.ed®fd/hgr07a€f0/|sdivw.industrydocuments.ucsf.edu/docs/zkxl0001 


I09sg 




SEP-:5-1997 18:IB 


RODB £ N8ST. PC 


717 B92 1200 P.46^56 


Howard M. Klein, Esquire 
RE: Catherine Potts 

SeptenLber 3, 1997 
Page 5 


Mental status examination reveals Ms. Potts to be a casually 
g^oo^ed woman who was cooperative throughout the course of the 
^yamjnation. she stated she is five foot seven inches tall and 
'^l^^^led al30ut 175 poxinds and was right handed.. She states that she 
^as lost approximately fourteen pounds and relates that to her 
illnesses and hospitalizations. Her speech varied 
^propriately in its rate and voli'me. There is no evidence of any 
agi-^ation or retardation. Her facial expression was 
spriate durii^b^^e interview. She maintained good eye contact, 
^as able to ^^^^ntrate and respond to my questions with timely 
^__^elevant answerji. Her affect varied appropriately with-what 
she ^as dlscus^r^ ^nd she demonstrated a full range of affect. 

Qj, depressive features. There was no 
ihotic features such as delusions nor 
is oriented to time, place and person. She 
to smoking and the cigarette companies and 
in that she is unable to stop smoking. 



§exhibited 
snee of 
icinations. r 
relates her 
egresses the 




iped 

hypnosis s 

her not t 
Gently avai 
W«S^uJ.d have to b 



t she has attempted to stop smoking on her own 
t for her present illness, the most she has 
been for a few days. She said that she tried 
smoking for one week. She said doctors have 
patches. She is aware of no methods that are 
to help her stop smoking. She states a pill 
veloped to enable her to stop smoking. 



rds identii|y„±hat Ms. Potts has a history of consuming beer for 
ty years, .a r^iology report in April of 1995 identified a 
and liver. In October of 1995, Ms. Potts was 

at the B ehavioral Health Care at the Delaware Valley 
leal Center^^^^e was described as feeling depressed and had 
rienced sib^^^cant losses including health, selling her home 
financial ^^^^erns. 'She was diagnosed as having a Major 
essive Disorder. She had been prescribed Xanax and Prozac in 
ember of 1995. In 1996, she was described as being anxious and 
ressed. 


las been treated for Carcinoma of the left vocal cord. She has 
evaluated for Coronary Artery Disease, Chronic obstructive 
PulmonazY Disease, hypertension and gastrointestinal bleeding, a 
breast mass, Osteoairthritia and hyperlipidemia. She has been 
advised to stop smoking and to cut down her alcohol consumption by 
a number of doctors. She has not been compliant with follow-up on 
medical evaluations and treatments that have been recommended. 


In addition to my clinical psychiatric examination, psychological 
testing was administered utilizing the Minnesota Multiphasic 
Personality InventorY-2 (MMPI-2). A copy of the interpretive 
report of the psychological testing is enclosed. The testing 
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PROFILE VALIDITY 


This is a|valid KMPI-2 profile. However, the client approached the items in 
a and overly cautious manner. She may be evasive and unwilling to 

admit^^^ymany personal faults. individuals with similar profiles are often 
unint^^^^ed in and unwilling to enter into discussion of their problems. 

PATTERNS: 

^le suggests that the problems 
se of many psychiatric patients-. 



's MMPI-2 suggests that the problems she is reporting are 

treme as th^e of many psychiatric patients-. However, she has a 
o develop |ihj0'^cal problems in stress situations. Her medical 
likely toLbcUdharacterized by excessive and vague physical 



likely 
weakness; 


Althdu^^she may not[ n 
she tends to rely on: 
face d f^ onflict. Si 
may physic a 

peopl4^^ She ^a^i>rt 


INTERPERSONm^S^AT 

mewhat pas 
at first app^ 
er iitimatu 
als with th 
late other 

an average 
or withdra 
ease and i 


BEHA'^^^?AL STABILITY 





pain. 

be greatly incapacitated by her physical symptoms, 
erical defenses of denial and repression in the 
y show a "Pollyannish" attitude, even though she 
laints that, if genuine, would trouble most other 
ignificaht sex-role conflicts. 


ependent and demanding in relationships. Although 
killful in handling social relationships, she tends 
uperficial, and unskilled- with the opposite sex. 
file tend to use physical complaints to influence 
e. 

Gst in being with others and is not socially 
She appears to meet and talk with other people with 
overly anxious when in social gatherings. 


This pattern of behavior tends to be stable over, tine, with periods of 
exac^^^ted physical problems. High stress increases the likelihood that 
she experience psychologically based physical symptoms. Individuals 

with^^^ profile may, over time, show a pattern of somatic distress. 

The relative scale elevation of her highest clinical scale scores suggests 
clear profile definition. Her most elevated clinical scales are likely to 
be present in her profile pattern if she is retested at a later date. Her 
interpersonal style is not likely to change significantly if she is retested 
at a later date - 


cn 

to 

o> 

o 


O) 

(O 
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DIAGNOSTIC CONSIDERATIONS 


Although she has reported a number of specific physical and psychological 
sympto^, "the pattern of complaints and her relatively low level of distress 
as combarei^ with other clients do not allow for a clear diagnostic 
stateme 


TREA' 



ONSIDERATIONS 


Since If^^presenting ^Koblem is likely to be somatic in nature, she may not 
be ver|^^^^nable to psjs^j^^ogical treatment approaches. Her tendency to 
repress oP deny probl^^^akes her particularly resistant to the idea that 
psyehc^ ^^ al factors ^-carr^influence her symptoms. She does not appear to be 
very motivated for ps^j^^S^ogicai change at this time. She may be receiving 
seeon d^y^ ain from h^^^^mptoms that helps to maintain them. 

profile experience intractable pain in the 
problems. Symptomatic treatment might include 
er symptoms in order to reduce the amount of 
dividuals with this profile type may experience an 
nder stressful conditions. It may be possible to 
tion program to assist her in reducing stress. 



Some j^fS^g^duals with 
absence of actual org| 
behavioral management^ 
learned^^ra^ behavior 
exacerb ^j OT o f .vSy mot 
impleme^^ sti^^l in 


NOTE: 
about c 
and sc 
patient^ 
contai 
inf oma 
inform 
qualif 
be CO 






s KMPI-2 1 
nts. This 
interpreta 
The perso 
herein nee 
pn since in 
n in this 
ftest inte 
red confid 




can serve as a useful source of hypotheses 
t-t is based on objectively derived scale indexes 
that have been developed in diverse groups of 
descriptions, inferences and recommendations 
e verified by other sources of clinical 
al clients may not fully match the prototype. The 
should most appropriately be used by a trained, 
The information contained in this report should 
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September 3, 1997 


M. Klein, Esquire 
feonrad, O'Brien, Gellman & Rohn, P-C. 
iMarJcet Str^t, isth Floor 
fdelphia, PX^:::^asl3ilo2-l9l6 




Mr. Klein 



our req^iest 
hiatric 

■ffice gonj AU' 
hat rw& a 

c 

her an 
be sene 
be called 
urpose of 



The American Tobacco Company et al 





Jpursuant to the court order, I have conducted 
ition of Ms. Barbara SalzBian concerning this 
llcted a clinical evaluation of Ms. Salzman in 
.3, 1997. Prior to my examination, I informed 
:hiatrist and had been asked by your office to 
ling this litigation, that I would not be 
|t what we discussed was not confidential since 
% report of my evaluation to your office and 
istify in this matter in court. She understood 
lamination and gave her consent to be examined. 

; examinat ior^™™has consisted of a clinical evaluation, 

^ _ hological ;tesmng utilizing the Minnesota Multiphasic 

ppg^S^nality Inv^^Sl^y-2 (HMPI-2) , and my review of the following 
rpBse^ds and rep^ 

S 

& GVK Assn. Records; 

2. Jeanes Hospital Radiology; 

3. Jeanes Hospital Business Office; 

Jeanes Hospital Pathology; 

Jeanes Hospital (O/P Visits, 6/4/91, 6/13/91, 6/24/91, 

6/25/91, 6/27/91, 3/5/92, 3/19/92, 3/20/92, 3/23/92, 

3/25/92, 10/19/92, 6/29/93, 12/22/94, 6/1/95, 6/1/96); 




6. Philadelphia School District of Records Management 
Division; 

7. U.S. Health Care; 
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\8 • Bustleton Radiology Associates 
Bustleton Medical Canter* 

Manuel Rosenberg,^ M. D. ; 

.11. Barry Abraham, M.D.r 

K. 

AramarlC 

Magda^^me^o, M.D. ; 

Orthop^l^^ Surgical Associates, Ltd. ; 

Brent , D.O. : 

Alber^^^Sstein Med. ctr. (0/P 10/25/73; 
>ert»JEiX|stein Med. Ctr. (Adn. 11/04/73) ; 

^deoDeposition of Barbara Salzman 6/18/97; 
Guard jang roup Inc.; 

Dr. Savard's report; and 

John Suf^, O.D. 




e also revd^^^. documents concerning this litigation including 
rts of exp^^Ml^tnesses and deposition testimony. The history 
forth in tJ ^Xj ;|-epDrt has been obtained from the records and 
sit ion 

^Barbara Salzman is a fifty-nine year old married female who is 
licing medication for treatment of hypertension, she states she is 
being treated for arthritis which involves most of her body^. 
Rosenberg is her treating physician. 

reviewed the July IS, 1997 report of Dr. Savard concerning 
her evaluation of Ms. Barbara Salsman in which she summarizes Ms. 
Salzman^s medical history and I will not be repeating that medical 
history. 


The records identify that Ms. Salzman began smoking at the age of 
fourteen. She said her sisters smoked and that smoking made her 
feel like*, a big-shot and that it made her look pretty. She stated 
there was peer pressure. she says that she has attempted to quit 
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^aoking on several occasions- She used hypnosis, nicotine gua, 

, and a quit smoking program. She was able to stop smoking 
fli^^hree and a half years following her completion of the Smoke 
^ders Program. She expressed her opinion that she continued to be 
during that thrae and a half yaar time. She stated that 
^r body still craved cigarettes and she felt that she wanted a 
jette. She also stated that she was irritable and screamed at 
ghildren. Ishesaid she gained sixty-eight pounds when she 
ied smoking said that she did not feel good and claimed 

she had sha^s everyday. She does not know-why she started to 
I again. r,. - ^ ^ 

s aware of e who have discontinued smoking, including her 

^nd. She 3 
did , ' smoking apf| 

M^^h of 1997 i 
and sto 
rmt a ddic ts 

;e e^i^ts 

genes. # 

stated tha 

cco. She s 

calfi. She 

gar in ciga 

told me at 
I smoking, 
holies Anon 
h 

as Alcohol 





hat her husband did not smoke as much as she 
ately one pack a week. He stopped smoking in 
er* smoking for twenty years. He had a heart 
Ismoking in the hospital. She stated that he 
•’rjot as much as she was." She stated that when 
his lungs were perfectly clean and had no 
om smoking. She stated that it must be in his 


n she started smoking, cigarettes were all 
es the tobacco is now mixed with a lot of 
es that she is aware that there is ammonium and 
:'is and that the ammonium has to harm the body. 

ime of her evaluation that in order for her to 
ould have to be involved in a program such as 
and continue in a program such as smoke Enders 
inifolvement in that program. She said a program 
ionyroous should be ongoing and not time limited. 


Salzman has been informed by doctors that she should stop 
ling. She has told family members that she does not want to 
: smoking. She does not think she has any problems related to 
^ng, including pulmonary problems. 


Mental st.atus exzimination reveals Ms. Salzman to be a casually 
groomed woman who was cooperative throughout the course of the 
examination. She manifested no psychomotor agitation or 
retardation. Her speech varied in its rate and volume. She was 
able to concentrate and respond to my questions with timely and 
relevant answers. She was able to provide an organized history, 
and her memory for recent and past events was intact. She 
maintained good eye contact throughout the examination. Her facial 
expressions varied appropriately during the examination. She 
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y- d gff o i i fi tjacteri no anxiety or depressiw teatnr'es. Sbe deaonstxatied 
noj evidengc o£ psychotic fealnirAs euch as delusions nor 

luciaatianus. 




|a^l1:ian t:o vy eliAical p sy tih iatarlc gafanj nation^ psyefaologlcaX 
iring- vzis adninistexed vtiXlxing the tHimeaolLa Kulrlpbasiw- 
Personality XsEVentozy-Z . A esap^ of the interpretive 

-'Of the I^MycSaolo^ical testing is enclosed.. Tbe testing 
' —fealsi a valid^ll^^file is vithin norsal limits vithmrt any 

Licatl dlac 

e£ By clinical evaltzatiozi, tna respite of the 
the review of the zteords. depositions and 
Isted, ay farainiag, ednaation. and experience, 
vfaicSl 1 eaeprose with a reasonable degree or 
that Hs. Salaamn has no evidence of a 
etion* to cigarettes. Hs. Salman has a long 
seoXing and bad been able to stop siaoking foir 
Xt is By opinion tbat her decision to re- 
er volustacy choice and was not a result of 
:peadenea* to cigarettes. Ks. sal zaan, has Jaiown 
e stopped aulcing, including her husband. Sb« 
by physlclaas end is avazo of inforaation 
relat^ to cigarette soobing, but has not 
tramings. Hs. Salzmxn's history that she has 
for three and a half years, is indicative 
city to stop emohing. Presently, she has not 


on the r 
sl^gical 
>rtslprevi< 
is iiiy op. 
psychiatric 
"dependence* of 
sry of cig 
axui a half 

diet'" 
ot 

able to Btgi 
she has 






#sd^ided to agaEu^^sniop SBoklng and lacks the sufficient Botivation 
change hear n^^ior to stop snobing. She has told her family 
It She does to quit snhfclng. 

bn receipt ahs^^f a^riAv of any additional records, if indicatied, J 
be happy itof fprvard an addendtra to this report. 

Sincerely yours. 




Timothy J. Michals, m.d 


TJM/ped 

Enclosure 
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PROFILE V^IDITY 

F' \ 

This js aj valid MMPI-2 profile. The client's responses to the HMPl-a 
validv^^^tems smggest that she cooperated vith the evaluation enough to 
provi(^ useful interpretive information. The resulting clinical profile is 



an a 


SYMPT 

The ciie 
has e 
evaluatio 

She a 
but i 


INTERP 

She ha, 
isola 
relative ease 


The c6 

additio; 

approa 


DIAGNOS 

j 

This cli 



e indication of her present personality functioning. 


al scales are within normal limits, however, she 
ent that may be important to consider in this 


-role conflicts. Her range of interests includes, 
iemaking and cultural activities. 


in being with others and is not socially 
Sl^e appears to meet and talk with other people with 
erly anxious when in social gatherings. 

I's HMPI-2 responses suggests the following 
rerning her interpersonal relations. She tends to 


of this C] 
information 


cial relat ^^l^ ps with some caution and skepticism. 

CONSIDERATE ^ 


's HKPI-2 1 profile is within normal limits and no 

osis is!pi|o^ded. 


NOTE: HMPI-2 interpretation can serve as a useful source of hypotheses 

about e ven ts. This report is based on objectively derived scale indexes 
and sca^^^ntexpretations that have been developed in diverse groups of 
patient^^% The personality descriptions, inferences and recommendations 
containi^^^^xein need to be verified by other sources of clinical 
information since individual clients may not fully match the prototype. The 
information in this report should most appropriately be used by a trained, 
qualified test interpreter. The information contained in this report should 
be considered confidential. 
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